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experienced worker in the field of 
public health knows that teamwork is one of 
the most important prerequisites for success. With 
most of the acute communicable diseases, the 
teamwork involves chiefly the members of the 
health department because modern preventive 
measures have become so highly successful. This 
is not true, however, with the control of syphilis. 
The public-health campaign against this disease 
requires not alone the well-co-ordinated work of 
members of the health department but the active 
assistance of the medical profession as well. Con- 
trol through prevention is the slogan in the acute- 
communicable-disease campaign. Control through 
treatment is the slogan in the syphilis campaign. 
In the latter, the major emphasis is on treatment 
and the physician in general practice. Success in 
the control of syphilis will therefore be as much 
a contribution of the private physician as of the 
health officer. 

The more important clinical measures of value 
in the present campaign will be considered in 
this paper. Among them are the effective utiliza- 
tion of the serological blood test and the modern 
treatment schemes for early and latent syphilis 
and for syphilis in pregnancy. 


THE SEROLOGICAL TEST 


Studies in the United States by the Committee 
on Evaluation of Serodiagnostic Tests for Syph- 
ilis have disclosed that the serological blood test 
is one of the most efficient of all laboratory pro- 
cedures in use at the present time. The work of 
this committee has been noteworthy because it 
has been possible, through its activities conducted 
in co-operation with leading serologists and the 
several state health departments, to show very 
marked improvement in serological-test perform- 
ance during the last few years. 

In 1935 the results of the first evaluation of the 
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original serological tests and modifications used in 
the United States were published. This and sub- 
sequent investigations have proved that modern 
serological tests properly performed will detect 
from 80 to 90 per cent of syphilitic patients regard- 
less of the stage of the disease and whether pre- 
vious treatment has been given. The five sero- 
logical tests regarded as satisfactory in this coun- 
try have given on an average less than 0.5 per 
cent false positive results when performed by the 
originators. 


But the following year a study of the efficiency 
of performance of these same serological tests for 
syphilis in state laboratories indicated that work 
in such laboratories did not in each instance have 
the same degree of excellence as was exhibited in 
the laboratories of the originating serologists. 

A series of studies of efficiency of performance 
of serological tests in state laboratories, and a vol- 
untary but intensive advisory program regarding 
technics, have yielded year by year very marked 
improvement. Indeed, during the last study by 
the committee, it was agreed that the character 
of the work in ten state laboratories was on such 
a high plane that it was necessary to determine 
the efficiency of their performance only bien- 
nially. 

Certain basic principles have been described to 
which laboratories in general should adhere if the 
character of serological work performed in them 
is to be efficient. These basic principles were free- 
ly discussed during the Assembly of Laboratory 
Directors and Serologists held at Hot Springs 
National Park, Arkansas, October 21 and 22, 1938. 
Briefly, they consist of an intralaboratory check, 
using two or more serological technics on a com- 
parative basis; interlaboratory checks in which 
one laboratory compares the results of its sero- 
logical-test performance with those of another lab- 
oratory known to be reliable; and a comparison of 
the serological results against known clinical diag- 
noses on specimens obtained from a selected group 
of nonsyphilitic persons and from syphilitic patients 
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in a first-class clinic. The last is the most impor- 
tant of the three principles. In addition, labora- 
tory directors should hold periodic technical con- 
sultation with expert serologists regarding the per- 
formance of tests in routine use. If laboratories 
serving the medical profession are not conducting 
comparative studies of this kind and seeking expert 
consultation, the physician in private practice 
should demand that they do so. 


INTERPRETATION OF SEROLOGICAL TESTS 


Only three terms should be used in reporting 
reactions to qualitative serological tests to the 
physician in general practice — positive, doubtful 
and negative. The serologist should learn, with 
such advisory assistance as he may require, to 
determine as exactly as possible the different 
degrees of complement fixation or flocculation 
which are reported as positive or doubtful by the 
originator of the test he is performing. A nega- 
tive report naturally indicates no fixation of com- 
plement or no flocculation. 


In the temperate zone a positive report is al- 
most invariably indicative of syphilis if the pos- 
sibility of administrative laboratory error is ex- 
cluded. The diseases which may give false positive 
reports are mostly tropical, and except for malaria 
are relatively rare in the United States. A false 
positive reaction to a test for syphilis occurs in 
malarial fever only during the clinically active 
stage of the disease; it returns to negative when 
the patient recovers. 

A single unsupported positive report should not 
be accepted as evidence of syphilis regardless of 
the efficiency of the laboratory from which it is 


received. Technical errors are apt to happen in- 


any laboratory, no matter how well conducted, 
and in the absence of a definite history or physical 
evidence of syphilis a diagnosis should never be 
made until at least two tests, performed on spec- 
imens taken at different times, are reported as 
fully positive. Doubtful reports only indicate 
that the laboratory technician has been unable to 
state whether complement fixation or flocculation 
has occurred. The doubtful report is a request 
from the laboratory worker that a second speci- 
men be sent to him for examination. If there are 
no clinical manifestations of syphilis present, a 
negative reaction must be considered as strongly 
presumptive evidence that syphilis is not present. 
On the other hand, if there are suspicious lesions, 
a negative reaction may be meaningless, and the 
physician must apply other special examinations 
before making his diagnosis. 

Serological tests for syphilis should be utilized 
by physicians whenever a physical examination is 
done. From the standpoint of detecting unrecog- 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Feb. 15, 1940 


nized disease, serological tests are more efficient 
than routine urinalyses, and cost very little more 
when done in large numbers. Serological blood 
tests should be a part of the examination of all 
seriously ill patients, all pregnant women, appli- 
cants for jobs and employees in industry and both 
applicants for marriage licenses. 

It is surprising that a few health officers and 
physicians have objected to the widespread use 
of the serological blood test to discover syphilis. 
Laboratory tests are among the most important 
measures in detecting communicable diseases in 
public-health practice. The control of hookworm 
disease and malarial fever would have been much 
more difficult had not thorough laboratory studies 
of the feces and blood respectively been conduct- 
ed in surveys of large population groups. The 
critical observer of public-health measures is im- 
pressed with the fact that the routine laboratory 
test is one of the most effective and economical 
methods of case finding when the prevalence of 
a disease assumes such proportions as syphilis has 
attained. 

New Hampshire is to be congratulated on its 
early enac’ment of the law requiring a premarital 
medical examination including the serological 
blood test in order to prevent the transmission of 
syphilis in marriage. Persons contemplating matri- 
mony constitute a vitally important group from a 
public-health point of view. Approximately 60 
per cent of the many hundreds of thousands of 
people who acquire syphilis every year are less 
than thirty years of age. Eighty-five per cent of 
the brides and 65 per cent of the grooms come 
from this large age group. 


~ The American Social Hygiene Association has 


recently published a survey of the first seven 
states which have had premarital laws in opera- 
tion for a period sufficiently long to give data 
indicative of their effectiveness. The survey 
shows that over 225,000 applicants for marriage 
licenses have been examined in these states, and 
of them, 3300 were found to have syphilis, the 
proportion being about the same among men and 
women. This prevalence rate is in almost exact 
agreement with estimates previously made by the 
Public Health Service. 

The critical student is convinced that pre- 
marital legislation is effective in controlling the 
conjugal and prenatal transmission of syphilis. 
He is also convinced that the public demands 
such laws, and expects the medical and _public- 
health profession to develop the necessary meas- 
ures to enforce them properly. 


TREATMENT OF Earty SypHiLis 


The aim of the treatment of early syphilis is 
primarily the prevention of the transmission of 
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the disease, through treatment, and secondarily 
the recovery of the individual patient. Both lab- 
oratory data and more slowly accumulated evi- 
dence based upon clinical experience show that 
radical and complete cure is possible by the cor- 
rect scheme of treatment. Control of infectious- 
ness, limited largely to the primary, secondary 
and relapse manifestations of the first two years, 
is the important public-health attainment of mod- 
ern treatment. 

Let us examine the evidence which is avail- 
able with reference to these two points in the 
studies of the Co-operative Clinical Group. In an 
analysis of the records of 3244 patients with early 
syphilis under observation for a period of six 
months or more, it was found that eight out of 
every ten who had a communicable relapse had 
received less than fifteen doses of one of the ars- 
phenamines. Thirty-five per cent of these patients 
with communicable relapse had received less than 
five doses of an arsphenamine. Indeed, the fre- 
quency of communicable relapse was in indirect 
ratio to the amount of treatment received, par- 
ticularly arsenical therapy. 

Additional data obtained from these studies in- 
dicate that the critical time for treatment of the 
syphilitic patient, in order to prevent the spread 
of syphilis, is during the first two years of the in- 
fection. In the first six months, 45 per cent of 
all infectious relapses occur; by the end of the 
first year, 74 per cent; and by the end of the sec- 
ond year, 91 per cent. 

Treatment of the patient and not of the serologi- 
cal blood reaction is recognized today as one of 
the cardinal principles of anti-syphilitic therapy. 
This principle must be impressed upon patients by 
teaching them that treatment by schedule is the 
prerequisite to recovery. The serological blood 
test, when properly used during the administra- 
tion of treatment, does, however, give valuable 
prognostic information to the attending physician. 

Studies of the Co-operative Clinical Group have 
established that the failure of the reaction to re- 
verse from positive to negative is more a matter 
of how treatment is given than of the total 
amount administered. Regular treatment with 
arsphenamine and heavy metals, especially in the 
first three months of the disease, brings about the 
greatest number of serological reversals. Under 
the continuous alternating scheme recommended 
by the Public Health Service, only 2.5 per cent 
of the patients whose serological reactions became 
negative within the first year of the disease devel- 
oped a communicable relapse. This figure com- 
pares with 8.2 per cent of those receiving intermit- 
tent treatment with planned rest periods, and 12.8 
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per cent of those non-co-operative patients who 
came in irregularly for treatment. 

It has been found that in more than 90 per 
cent of the patients beginning treatment in the 
seronegative primary stage of syphilis, a satisfac- 
tory result is attained, a fact which continued ob- 
servation indicates is tantamount to recovery. When 
treatment is given by the continuous alternating 
scheme, beginning at any time during the first 
year of the disease, recovery may be expected in 
an average of approximately 80 per cent of the 
patients. 

The evidence which has been accumulated 
proves that the modern system of treatment for 
early syphilis must be continuous. It must em- 
ploy an arsphenamine and preferably a bismuth 
preparation, the latter intramuscularly. It must 
include not less than twenty injections of both 
the arsphenamine and bismuth preparations in 
order to prevent the transmission of the disease, 
and not less than thirty injections of both arsphen- 
amine and bismuth preparations in order to 
secure the ultimate recovery of the patient. The 
continuous alternating scheme of the Co-operative 
Clinical Group and the Public Health Service 
provides for the administration of thirty doses of 
one of the arsphenamines and forty doses of one 
of the bismuth preparations administered week by 
week, series of injections of the arsphenamines and 
of bismuth alternating over a period of seventy 
weeks. The blood should be tested at the be- 
ginning and end of each series of arsphenamine 
injections, and the patient warned that nega- 
tive reports have no significance as an indication 
of recovery. Weakly positive reports following a 
negative should be taken as seriously as strong 
relapsing positives, since experience has shown 
that the former frequently are an omen of immi- 
nent clinical relapse. A spinal-fluid examination, 
including a quantitatively titered Wassermann test, 
cell count, protein estimation and colloidal gold 
test, should be made before the end of the several 
series of arsphenamine treatments. 


PREVENTION OF SYPHILIS IN PREGNANCY 
THROUGH TREATMENT 


The second great opportunity to prevent the 
transmission of syphilis comes to the physician 
when the syphilitic pregnant woman presents her- 
self for prenatal care. With early and adequate 
treatment during pregnancy, the prognosis is most 
favorable for the birth of a healthy infant. Ten 
or more injections of one of the arsphenamines 
and one of the bismuth preparations, the admin- 
istration of which is begun before the fifth month 
of pregnancy, will prevent the transmission of the 
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disease to the fetus in ten out of eleven cases. 
When treatment is delayed until after the fifth 
month of gestation, only a little more than half 
the children will be born apparently nonsyphilitic, 
even though the maximum amount of treatment 
possible is given the expectant mother in the re- 
maining months before birth of the child. 

Almost all the evidence confirms the opinion 
that the pregnant woman tolerates anti-syphilitic 
treatment well. She is a good risk for anti- 
syphilitic therapy. Co-operative Clinical Group 
findings, for instance, show that crustaceous der- 
matitis and icterus, both serious complications of 
treatment, were commoner in syphilitic women 
who had never been pregnant. In the pregnant 
group undergoing treatment, such severe reactions 
as aplastic anemia, purpura hemorrhagica and 
death were not reported. 


TREATMENT OF LATENT SYPHILIS 


The occurrence of the communicable lesions of 
syphilis after the latent stage of the disease has 
begun is a rare phenomenon. Likewise, commu- 
nicable relapse in latency after treatment has been 
instituted is very rare. Theoretically, from the 
standpoint of infectiousness, the important prob- 
lem in latency is a determination of the potential 
danger of the transmission of syphilis through ex- 
posure to semen or to uterovaginal secretions of 
syphilitic persons. Experimental data from lab- 
oratory workers in this field are contradictory. The 
conflicting character of the evidence, however, 
suggests that the transmission of syphilis in la- 
tency by this means is of relatively infrequent 
occurrence. 

The aim of treatment in latent syphilis, there- 
fore, is to decrease the probability of clinical pro- 
gression or relapse in comparison with the results 
attained when no treatment is given, and to in- 
crease the probability of cure or arrest. Out of a 
total of 1936 patients under treatment for latent 
syphilis, studied by the Co-operative Clinical 
Group, there were only 94 who experienced some 
form of relapse. Sixteen of the 94 patients had 
had syphilis for less than four years and sustained 
a communicable relapse. Thirty-one had compli- 
cations involving the heart and great blood ves- 
sels, and 30 had a central-nervous-system relapse. 
In 5 there was visceral involvement, usually of 
the liver. 
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Of the 94 patients who had a clinical relapse, 
a satisfactory result was ultimately attained in 
20 by the administration of treatment. In only 
8 of the 30 relapsed cases with central-nervous- 
system involvement was enough damage done to 
cause distressing manifestations. In only 7 of the 
31 patients with a cardiovascular relapse did the 
condition develop into an incapacitating one. 

Clinical relapse was found to be only slightly 
more frequent in patients with persistently posi- 
tive blood reactions than in patients whose reac- 
tions became negative. The latent syphilitic pa- 
tient, therefore, is in no special danger because 
of the persistence of a positive blood reaction. In 
other words, serological resistance is not neces- 
sarily an unfavorable omen in latent syphilis, un- 
less the spinal fluid is positive or a teleroentgeno- 
gram of the cardiovascular stripe shows sugges- 
tive evidence of involvement of the cardiovascular 
system. 

The outline of treatment which has been rec- 
ommended by the Co-operative Clinical Group for 
the patient with latent syphilis consists of twenty- 
four doses of neoarsphenamine in series of eight 
injections, alternating with courses of bismuth 
totaling from fifty to sixty doses. Periods of rest 
from treatment should be limited to the late 
latency of syphilis. In early latency (syphilis of 
less than four years’ duration), the continuous 
alternating scheme described under early syph- 
ilis should be followed. In latent as in early 
syphilis, treatment should be by schedule and not 
by serological blood reaction. 


CoNCLUSIONS 


The physician in private practice can make the 
greatest contribution in the campaign against syph- 
ilis by doing an efficiently performed serological 
test for syphilis routinely on all his patients, by 
treating all patients with early syphilis, using the 
continuous alternating scheme, by treating syphilis 
in pregnancy early and adequately and by prevent- 
ing the late crippling manifestations of syphilis by 
treatment of patients with latent syphilis accord- 
ing to a proper schedule. 

In rendering this medical service, full co- 
operation of the private physician with existing 
health authorities in reporting new patients, and 
thorough participation in health-department case- 
finding and case-holding activities, are assumed. 
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RUPTURE OF THE RETROPERITONEAL DUODENUM* 
Report of a Case 


Epwarp J. OrrENHEIMER, M.D.,t anp L. Gitman, M.D.t 


WILLIMANTIC AND STORRS, CONNECTICUT 


tl dans of the duodenum may occur as the 
result of a perforation of an ulcer, the pene- 
tration of a foreign body, accidental wounding 
incidental to some operative procedure or severe 
trauma to the abdomen. 


Clinical experience has frequently verified the 
fact that relatively minor degrees of trauma are 
capable of causing rupture of parts of the intes- 
tinal tract other than the duodenum. While fixa- 
tion of the latter just in front of the spine might 
appear to render it distinctly vulnerable, the pro- 
tection afforded by the costal margin, the liver, 
the transverse colon and mesocolon and the mesen- 
teric root minimizes the possibility of injury, ex- 
cept by trauma of considerable magnitude. 

Traumatic rupture of the duodenum, therefore, 
is not a common experience in surgery. Leibo- 
wicz’ in 1930 amassed 176 cases from the litera- 
ture, while Rowlands? found that out of 381 cases 
of ruptured intestines only 23 involved the duo- 
denum. Other writers on this subject have esti- 
mated the incidence of duodenal rupture as vary- 
ing from 2 to 11 per cent of all traumatic ruptures 
of the intestines. 


These figures obviously refer to injuries of all 
portions of the duodenum. Traumatic rupture of 
the retroperitoneal portion is an exceedingly rare 
and grave condition, probably occurring in less 
than one third of traumatic duodenal ruptures, and 
in only a few isolated cases has recovery been 
noted. It is also interesting to point out that 
LeBauer and Patman* have recently reported a 
case of retroperitoneal rupture of a duodenal ulcer. 

The rarity and gravity of traumatic rupture of 
the retroperitoneal duodenum seemed to justify 
reporting the following case. 


Case Report 


A. N. (No. 15420), a 21-year-old student, was admitted 
to the Windham Community Memorial Hospital on Feb- 
ruary 22, 1939, complaining of pain in the right side. The 
family and past histories contributed nothing significant. 

Slightly over 2 hours before admission, the patient, while 
practicing diving in the college swimming pool, misjudged 

*Read by title at the annual meeting of the New England Surgical Society, 
Salem, Massachusetts, September 29-30, 1939. 
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Connecticut. 

tUniversity physician, University of Connecticut, Storrs, Connecticut; 
chief of medical service, Windham Community Memorial Hospital, Willi- 
mantic, Connecticut. 


his distance from the end of the board. He stated that 
following his spring he grazed his head on the end of the 
diving board, which struck him in the right chest and 
right side of the abdomen as he went down. He was not 
rendered unconscious and was able to get out of the pool 
with some assistance. He complained at once of severe 
upper abdominal pain, which within the next 30 minutes 
began to extend down the whole right side of the abdomen. 
About 2 hours after the injury he was seen by one of us 
(R. L. G.), and hospitalization was immediately advised. 
On the way to the hospital the patient vomited for the 
first time, although he had been nauseated since the onset. 
He stated that the pain was localized in the right abdomen, 
chiefly below the umbilicus, and was steady rather than 
cramplike. He had no pain in the back or in the shoulder. 
He had not voided for several hours. 


Physical examination revealed a very well-developed, 
muscular young man, obviously in great pain, lying in bed 
with the right thigh flexed. He was rather pale and a cold 
perspiration covered his skin. There was a small lacera- 
tion of the scalp. Beginning about 5 cm. below the right 
nipple line was a broad band of linear abrasions extending 
down the right abdomen and right thigh. Liver dullness 
was present. There were moderate tenderness and muscle 
spasm in the whole right abdomen, much more striking 
in the right lower quadrant. There was slight tenderness 
in the left lower abdomen without muscle spasm. There 
was no suggestion of any boardlike rigidity. Priapism 
was present. There were no tender areas over the spine, 
and the rest of the examination was essentially negative. 

The blood pressure was 144/94, the temperature 97.2°F., 
the pulse 70 and the respirations 22. The white-cell count 
was 22,600, with 96 per cent polymorphonuclears, 3 per 
cent lymphocytes and 1 per cent transitionals. A catheter- 
ized specimen of the urine showed it to be grossly clear, 
with a specific gravity of 1.031. There was a trace of 
albumin, but no sugar, acetone or diacetic acid was present. 
Microscopically there were 1 to 3 granular casts and 3 
to 8 red blood cells per high-power field. Films of the 
lumbar spine showed no evidence of fracture or disloca- 
tion. The lateral films showed considerable air in the 
retroperitoneal tissues surrounding the kidneys and along 
the iliopsoas muscle. The preoperative diagnosis was 
possible ruptured viscus. 


Under cyclopropane anesthesia the abdomen was opened 
through a low right-rectus muscle-splitting incision and 
the peritoneal cavity was opened without incident. There 
was a very small amount of clear fluid in the abdomen, 
but in the cul-de-sac was a small amount of slightly 
blood-tinged fluid. The rest of the peritoneal cavity 
seemed to be perfectly dry, and there was no evidence 
of any intra-abdominal hemorrhage or of the presence 
of intestinal contents. Beneath the serosa of the lower 
ascending colon and cecum and terminal ileum there 
were areas of white, frothy fluid which crepitated on 
palpation. There was also crepitation in the mesentery 
of the terminal ileum. Just lateral to the cecum and 
ascending colon there was extensive retroperitoneal em- 
physema, and this seemed to extend all the way up 
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on the lateral side of the ascending colon. The appendix 
was normal. There was no evidence of a Meckel’s diver- 
ticulum. There were a few lymph nodes in the mesentery 
of the terminal ileum, which were not injected. The small 
bowel was examined and found to contain no evidence 
of perforation or any mesenteric hemorrhage. The liver 
and gall bladder were normal to palpation. No fluid or 
blood seemed to be coming from the upper abdomen. 
The right kidney was normal to palpation. The bladder 
was examined with the patient in the Trendelenburg 
position, and there was no evidence of any intraperitoneal 
rupture. 

An incision was made into the peritoneum just lateral 
to the cecum, opening up the retroperitoneal space. Bubbles 
of gas escaped, as well as a thin, white, frothy fluid. There 
was no odor to this fluid. There was no evidence of any 
rupture of the ascending colon posteriorly. The incision 
in the posterior peritoneum was closed. No apparent intra- 
abdominal cause could be found for this retroperitoneal 
emphysema. It was thought that a chest injury might be 
responsible for this extravasation of air in the retroperi- 
toneal space. The abdomen was therefore closed in layers 
in the usual manner without drainage. 

Following operation the patient continued to complain 
of severe abdominal pain, vomited coffee-grounds material 
and developed a weak, thready pulse. Transfusion im- 
proved his condition temporarily, but death occurred about 
38 hours postoperatively. 

Autopsy. At postmortem examination there was a con- 
siderable amount of blood-tinged fluid in the peritoneal 
cavity but no evidence of peritonitis. The retroperitoneal 
space, especially in the right abdomen, was ballooned with 
a massive collection of greenish fluid. When this space 
was opened the fluid was found to be obviously duodenal 
contents, and was discovered to have come from a perfora- 
tion the size of the index finger, just below the junction 
of the horizontal with the descending portion of the retro- 
peritoneal duodenum. The anatomical diagnosis was rup- 
ture of the retroperitoneal duodenum, with retroperitoneal 
cellulitis. 


It is apparent from a review of the literature 
that the exceedingly high mortality accompany- 
ing traumatic rupture of the duodenum is due 
essentially to three factors: failure to make a diag- 
nosis sufficiently early to render proper treatment 
effective; failure to recognize the condition at 
operation; and technical difficulties encountered in 
repairing the retroperitoneal duodenum and estab- 
lishing adequate drainage of the retroperitoneal 
space. 


Early diagnosis is rendered extremely difficult by 
the fact that extravasation of duodenal contents 
retroperitoneally does not cause peritonitis, at 
least until an advanced stage has been reached 
and leakage has occurred into the peritoneal cav- 
ity. As a result, the dramatic boardlike rigidity 
of intraperitoneal duodenal rupture may not be 
present. The abdomen may show comparatively 
little muscle spasm, although tenderness of vary- 
ing degree, especially in the right abdomen, is 
always present. Knaggs* believes that a valuable 
diagnostic sign is a right-sided dullness, contin- 
uous with liver dullness and not shifting. He 
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attributes this dullness to an effusion in the retro- 
peritoneal space on the right side, but admits. 
that when it has developed the patient has prob- 
ably reached a late and hopeless stage. The ab- 
dominal examination frequently seems to be out 
of proportion to the degree of the trauma, the 
severity of the pain and the obvious seriousness. 
of the patient’s condition. Several cases are re- 
ported, however, in which the symptomatology was. 
so mild following the injury that the patient did 
not even consult a physician for several hours. 
Early vomiting is nearly always present. 

The pain as a rule is severe and uninterrupted, 
and is usually greatest in the right abdomen, 
especially in the right lower quadrant and often in 
the right kidney region posteriorly. Butler and 
Carlson’ report a case in which the patient had 
severe pain in the testicles, which they attributed 
to an irritation by duodenal contents of the sympa- 
thetic chain accompanying the spermatic arteries. 
A similar cause cannot be ascribed to the priapism 
which occurred in this case, since stimulation of 
the sympathetic fibers tends to cause erections to 
disappear. Langworthy’® suggests three possible ex- 
planations for the priapism in this case: local 
trauma, including irritation of the parasympathetic 
fibers; traumatic obstruction to the return of ve- 
nous blood from the penis; and concussion of 
the spinal cord without fracture of the vertebrae. 

Emphysema of the lateral abdominal wall has 
been noted, and in 1 case, emphysema of the 
retroperitoneal pelvis was discovered on rectal ex- 
amination. The presence of gas in the retro- 
peritoneal space should be the most valuable early 
diagnostic sign, because it can be readily demon- 
strated by x-ray. Sperling and Rigler’ have re- 
ported the only other case of rupture of the retro- 
peritoneal duodenum in which radiographic ex- 
amination of the abdomen showed the presence 
of gas in the retroperitoneal space. These au- 
thors point out that gas in the retroperitoneal 
space can have only three origins: from arti- 
ficial introduction; from the presence of a gas- 
forming bacillus in the retroperitoneal space; or 
from rupture of a hollow viscus having a retro- 
peritoneal course. The latter must obviously be 
either the duodenum or certain portions of the 
large bowel. Since the first two causes can easily 
be eliminated, the significant value of scout films 
following abdominal trauma becomes at once ap- 
parent. 

Failure to recognize the condition at operation 
has been recorded in many cases, and has oc- 
curred chiefly when exploration has been done 
within a short time of the injury. The peritoneal 
cavity may be entirely negative at this time, but 
various authors have reported evidences of bile 
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or blood behind the peritoneum, and in some cases 
either bloody or bile-stained fluid intraperitoneally. 
Signs of hemorrhage have been noted in the re- 
gion of the hepatic flexure, as well as yellowish- 
gray patches subperitoneally near the duodeno- 
jejunal flexure. Fat necrosis has been observed, 
probably caused by the escape of pancreatic juice 
from the duodenum or from an associated injury 
to the pancreas. 


Retroperitoneal emphysema has been found in 
many cases, and in our case was practically the 
only finding at operation. Since operation was 
performed within three hours of the injury, it 
is reasonable to assume that it may constitute one 
of the earliest evidences of rupture of the retro- 
peritoneal duodenum. The emphysema may be 
so widespread as to extend beneath the serosa of 
the ascending colon, the cecum and the terminal 
ileum and into the mesentery of the terminal ileum. 
Butler and Carlson’ noted emphysema between 
the transversalis fascia and peritoneum on open- 
ing the abdomen. 

Cases which have been recognized at operation 
have presented technical difficulties of exposure, 
repair of the duodenal injury and adequate drain- 
age. The symptoms and signs so often seem lo- 
calized in the right lower quadrant that a low 
rectus incision is frequently made and is obvi- 
ously inadequate. Mobilization of the upper as- 
cending colon is usually necessary in order to gain 
sufficient exposure. Small ruptures have been eas- 
ily repaired, but in many cases the tear has been 
so complete that practically an end-to-end anas- 
tomosis has had to be done. In extensive tears, 
the complete closing of each end, followed by 
gastroenterostomy, has been suggested. 

Regardless of the method employed to repair 
the rupture, the problem of drainage of the retro- 
peritoneal space remains. Since the cause of death 
in these cases is undoubtedly a retroperitoneal cellu- 
litis, adequate drainage is of paramount im- 
portance. Knaggs,* who has written an excellent 
paper on this injury, believes drainage anteriorly 
is useless, although Pedisic® reports recovery of a 
case drained from the front and complicated post- 
operatively by the formation of a pancreatic pseudo- 
cyst. Many cases have been drained through the 
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loin. Knaggs believes that an attempt should 
be made to deal with it on lines similar to those 
adopted in extravasation of urine. He states: 
The retroperitoneal space might be opened up widely 
by an incision carried through the parietes like that 
known as Morris’ incision for exploration of the kidney, 
and this opening might be enlarged by other incisions 
carried backwards and forwards at right angles to the 
main incision at such points as would lead to the most 
effectual exposure of the infiltrated area. The wound 
would have to be kept widely open by the use of large 
drainage tubes and light gauze packing. No doubt 
such a procedure is a serious one to adopt at the close 
of a difficult abdominal operation, but as a fatal issue 
is certain unless the cellulitis can be quickly relieved, 
its gravity should not prevent its adoption. 


CONCLUSIONS 


Traumatic rupture of the retroperitoneal duo- 
denum is one of the most serious abdominal in- 
juries. 

The extraordinarily high mortality accompany- 
ing it is due largely to the lack of familiarity 
with its clinical picture; the failure to appreciate 
the significance of retroperitoneal emphysema or 
bile-stained fluid; the technical difficulties encoun- 
tered in repairing faultlessly the duodenal rupture; 
and the extreme difficulty in securing efficacious 
drainage of the retroperitoneal space. 

The discovery of gas in the retroperitoneal space, 
either preoperatively or at operation, is almost 
pathognomonic of the condition. 

Radiographic examination can demonstrate the 
presence of gas in the retroperitoneal space, and 
scout films of the abdomen should therefore be 
a routine procedure in all cases where a ruptured 
viscus is suspected. 
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FACTORS INFLUENCING PERSISTENT AND RECURRENT 
HYPERTHYROIDISM* 


Davin D. Berurn, M.D.,t anp Samuet L. Garaitt, M.D.t 


BOSTON 


T HE problem of persistent and recurrent thy- 
rotoxicosis following apparently adequate 
subtotal thyroidectomy has been discussed peren- 
nially ever since the surgical treatment of toxic 
goiter was standardized on a sound basis. The 
striking beneficial effect of surgical treatment 
in the great majority of cases is widely acknowl- 
edged. In some cases, however, thyroidectomy is 
followed either by residual thyrotoxicosis or by 
recurrence of the whole syndrome, several months 
or years later. There is considerable difference of 
opinion as to the incidence of these unsatisfactory 
results, the incidence given in the literature vary- 


Graves syndrome. Others, like Lahey and Clute,° 
Thompson et al.’ and Cattell and Morgan® con- 
ceive the solution of the problem to lie in ade- 
quate thyroidectomy, while recognizing the im- 
portant factors arising from the patient as a whole. 
Scott’ even advocates total thyroidectomy as the 
most rational solution of the problem, believing 
apparently that the artificial myxedema thus pro- 
duced is more easily controllable than is persistent 
or recurrent thyrotoxicosis. 

In the last seven years, at the Endocrine Clinic 
of the Beth Israel Hospital, we have seen and 
followed carefully 15 cases of persistent or recur- 


Taste 1. Data in Patients with Recurrent Thyrotoxicosis Following Primary Operations Done Elsewhere. 


October, 1930: no palpable thyroid tissue; 
controlled by iodine. 


February, 1932: bilateral subtotal thy- 
roidectomy. 


June, 1933: regrowth of thyroid tissue; 
subtotal hemithyroidectomy in Sep- 


RECURRENCE ProBaABLE Facrors IN RECURRENCE 


Menopausal syndrome 

Marital infelicity, financial insecurity, 
frequent severe upper respiratory 
infections 


Inadequate thyroidectomy 


tember, 1935 (injury of right recur- 


PRIMARY OPERATION 

1 F 43 September, 1921; bilateral subtotal thyroid- 
ectomy. 

2 F 34 June, 1922: bilateral subtotal thyroidec- 
tomy. 

3 F 62 March, 1926: bilateral subtotal thyroidec- 
tomy. 

4 F 28 September, 1926: bilateral subtotal thyroid- 
ectomy. 

5 F 52 February, 1928: bilateral subtotal thyroid- 

6 F 34 June, 


tom 


rent nerve). 


June, 1935: right hemithyroidectomy (in- 
jury of right recurrent nerve). 


April, 1935: marked regrowth of thyroid 
tissue; controlled by iodine. 


May, 1936: marked regrowth of thyroid 


Pregnancy with toxemia and 


sudden 
financial reverses 


Inadequate thyroidectomy 


Inadequate thyroidectomy 


1932: bilateral subtotal thyroidec- 
y. 


tissue; bilateral subtotal thyroidec- 


tomy in November, 1935 (temporary 
right recurrent paresis). 


ing between 0.25 and 25 per cent, according to 
Thompson, Morris and Thompson." 

Attempts to solve this problem likewise have 
varied considerably. Some, like Clarke and Black* 
and Moschocowitz,® impressed with the fact that 
toxic goiter is a constitutional disease of unknown 
etiology, have advocated treatment of the unique 
personality of the patient by various means in 
order to control or prevent persistence and recur- 
rence of symptoms. Crile,* who perceives a bio- 
logical relation between recurrent thyrotoxicosis, 
neurocirculatory asthenia and peptic ulcer, has 
advocated his dekineticizing operation or bilateral 
denervation of the suprarenal glands for the 


*From the Endocrine Clinic, Beth Israel Hospital, Boston, the Department 
of Surgery, Tufts College Medical School, and the Department of Medicine, 
Harvard Medical School. Read in part at the annual meeting of the 
American Association for the Study of Goiter, held in Cincinnati, May 22- 
24, 1939. 

+Professor of clinical surgery, Tufts College Medical School; first assis- 
tant visiting surgeon, Beth Israel Hospital, Boston. 

tAssociate in medicine, Harvard Medical School; visiting physician, Beth 
Israel Hospital, Boston. 


rent thyrotoxicosis. It may be interesting and in- 
structive to review our experience at this time 


and to evaluate our own approach to this prob- 
lem. 


MarTERIAL OF StuDY 


The material of this study consists of 235 un- 
selected cases of toxic goiter operated on during 
the period 1932-1938. For the purposes of discus- 
sion 6 cases with recurrent thyrotoxicosis follow- 
ing subtotal thyroidectomy done elsewhere are 
listed in Table 1; 4 of these patients were treated 
by secondary thyroidectomy and 2 by nonsurgical 
means, and the former are included in our series. 
Most of these patients were seen in the clinic at 
monthly intervals for six months following thy- 
roidectomy, and quarterly for at least a year there- 
after. At each visit evidence of persistence or re- 
currence of symptoms and signs was carefully 
searched for. 


‘ 
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In the entire group of recurrent or persistent 
thyrotoxicosis there are 12 women and 3 men. 
It is of interest that all the men showed per- 
sistent thyrotoxicosis. Of the 5 women who were 
subjected to secondary thyroidectomy for either 
recurrence or persistence, 4 continued to show per- 
sistent thyrotoxicosis. 

All these patients were closely followed. They 
were seen at monthly intervals, at which time a 
complete clinical examination, as well as determi- 
nations of the basal metabolic rate and the concen- 
tration of cholesterol in the blood, was made. As 
a group these patients showed no significant dif- 
ference in age, sex or preoperative duration of thy- 
rotoxicosis as compared with the rest of the pa- 
tients who showed neither persistence nor recur- 
rence following subtotal thyroidectomy. The 
average initial basal metabolic rate as well as the 
response to iodine was quite similar in the two 
groups. The average initial basal metabolic rate 
for the group with recurrence and persistence was 
+42 per cent, while the average basal metabolic 
rate at the time of persistence or recurrence was 
+27 per cent. The blood cholesterol values bore 
no constant relation to the level of the basal 
metabolic rate. In general they tended to fall 
within the limits of normal in the group with per- 
sistence and recurrence. 

The group showing persistence or recurrence did 
differ importantly from the larger group in that 
it showed more pronounced vasomotor imbalance 
and emotional instability and a greater incidence 
of severe upper-respiratory-tract infections. 
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following subtotal thyroidectomy done elsewhere, 
it was possible to obtain sufficient reliable data 
as to the severity of the initial disease and the type 
of operation done. It will be seen from Table 1 
that all these patients had had the standard bi- 
lateral subtotal thyroidectomy done four to ten 
years before coming to us with typical symp- 
toms and signs of recurrence. All stated that they 
had been perfectly well during the intervening 
years, so that it is reasonably certain that they 
represent genuine cases of recurrent rather than 
persistent thyrotoxicosis. Five of these patients. 
showed marked regrowth of the entire thyroid 
gland. In 1 patient no thyroid tissue could be 
palpated. 

Three patients blamed the recurrence of the 
whole syndrome on certain events that had trans- 
pired shortly before the onset of symptoms. One 
had had a difficult menopause preceding the recur- 
rence. Another had had frequent severe upper- 
respiratory-tract infections as well as many finan- 
cial and marital difficulties. The third had gone 
through a pregnancy complicated by toxemia be- 
fore noting the symptoms and signs of recurrent 
hyperthyroidism. 

The remaining 3 patients could not trace their 
symptoms to any particular event. It is note- 
worthy that in all of these there was marked 
regrowth of thyroid tissue. 

If we now examine those cases of recurrent thyro- 
toxicosis that followed subtotal thyroidectomy 
done at our own hospital, we find much the same 
factors probably responsible for the recurrence of 


Taste 2. Data in Patients with Recurrent Thyrotoxicosis Following Primary Operations Done at the Beth Israel 


PropaB_e Factors RECURRENCE 


Adequate thyroidectomy (?), psychic 


Recurrence followed attack of acute rheu- 
matoid arthritis 


Inadequate thyroidectomy, 


unpleasant 
home situation 


Worry over financial insecurity (?) 


marked 


Hospital. 
AND 
No. AGE PRIMARY OPERATION ECURRENCE 
7 F 26 July, 1932: bilateral subtotal thyroidec- February, 1933: no palpable thyroid tis- 
tomy. sue; controlled with iodine and x-ray 
(2400 r). 
8 F 29 August, 1932: bilateral subtotal thyroidec- November, 1934: no palpable thyroid 
tissue; controlled by iodine. 
9 F 40 April, 1933: bilateral subtotal thyroidec- June, 1934: regeneration of thyroid tis- 
tomy. sue; controlled by x-ray (2100 r) 
and iodine. 
10 F 40 September, 1936: right hemithyroidectomy; May, 1938: no palpable thyroid tissue; 
April, 1937: left hemithyroidectomy. controlled by iodine. 
1l F 20 April, 1938: no palpable thyroid tissue; 


August, 1937: bilateral subtotal thyroidec- 
y. 


controlled by iodine. 


Adequate thyroidectomy (?), 
neurocirculatory asthenia 


In all but Case 14 the persistent or recurrent 
thyrotoxicosis, as judged by the clinical state of 
the patient and the level of the basal metabolic 
rate, was definitely less severe than that existing 
before thyroidectomy. 


Facrors RESPONSIBLE FOR RECURRENT 
THYROTOXICOSIS 


In all the 6 patients with recurrent thyrotoxicosis 


signs and symptoms (Table 2). In only 1 of these 
patients was there palpable thyroid tissue asso- 
ciated with the recurrence. The interval elapsing 
between the subtotal thyroidectomy and the onset 
of recurrence was much shorter in this group of 
5 patients, the longest being twenty-six months and 
the shortest eight months. In one patient a his- 
tory of marked psychic trauma preceded the recur- 
rence; in another it appeared after a severe siege 


trauma 


256 


of acute rheumatoid arthritis; an unpleasant home 
situation figured as a probable factor in the third 
patient; constant worry over financial insecurity 
seemed to precipitate the syndrome in the fourth 
patient; and in the fifth there was marked vaso- 
motor instability and all the stigmas of neuro- 
circulatory asthenia. 

In Case 9 there was unquestionably inadequate 
subtotal thyroidectomy because of much bleeding 
at operation and generally poor behavior of the 
patient while on the operating table. The fact 
that she remained free from any symptoms of 
thyrotoxicosis for over a year was very surpris- 
ing, as it was expected that she would show per- 
sistence of symptoms and signs. In Cases 7 and 
11, the patients had questionably adequate thy- 
roidectomy, despite the fact that no palpable thy- 
roid tissue was present in the neck. In the re- 
maining 2 patients of this group, recurrence took 
place in spite of apparently satisfactory thyroidec- 
tomy. 

In recurrent thyrotoxicosis inadequate thyroid- 
ectomy seems to play less of a role than do fac- 
tors such as psychic trauma, infections, pregnancy, 
the menopause and the personality of the patient. 


Facrors RESPONSIBLE FOR PERSISTENT 
THYROTOXICOSIS 


Three of our 7 patients with persistent thyro- 
toxicosis showed persistence of signs and symp- 
toms two to six months following inadequate sec- 
ondary subtotal thyroidectomy (Table 3). In 2 of 
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the thyroidectomy was most probably inadequate, 
since marked regeneration of the thyroid tissue 
occurred four months after the operation. In 
Case 12 the thyroidectomy was done at a time 
when our clinic was young and the operators less 
experienced in thyroid surgery, and so the persist- 
ence may probably be justifiably attributed to in- 
adequate thyroidectomy. In Case 14, that of a very 
tall adolescent with only moderately severe thyro- 
toxicosis and slight thyroid enlargement, thyroidec- 
tomy was purposely not radical. His great height, 
large hands and feet, and facial features, aside 
from the exophthalmos, suggested hyperpituita- 
rism with secondary thyrotoxicosis. The persistent 
thyrotoxicosis in him was of greater severity than 
that before the thyroidectomy. In Case 13, on the 
other hand, the patient had a radical subtotal thy- 
roidectomy. The only factor apparently respon- 
sible for persistence in this case was the striking 
incidence of severe upper-respiratory-tract infec- 
tions. 


In persistent thyrotoxicosis inadequate thyroid- 
ectomy appears to be the chief responsible factor. 
This is in accord with the experience of Thomp- 
son, Morris and Thompson,’ Cattell and Morgan® 
and others. 


TREATMENT OF RECURRENT THYROTOXICOSIS 


Four of the patients with recurrent thyrotoxi- 
cosis following subtotal thyroidectomy done else- 
where were subjected to secondary operations on 
the thyroid gland. In 2 of these patients a bi- 


Taste 3. Data in Patients with Persistent Thyrotoxicosis Following Primary or Secondary or Both Operations Done 
at the Beth Israel Hospital. 


OPERATION PERSISTENCE PRropaBLe Factors IN PERSISTENCE 
2 F 34 February, 1932: bilateral subtotal thyroid- June, 1939: regrowth of thyroid tissue; Marital infelicity, financial insecurity, 
my. controlled by x-ray (2400r) and frequent ‘‘colds,”’ inadequate second- 
iodin ary thyroidectomy (?) 
3 F 62 September, 1935: subtotal hemithyroidec- December, 1935: controlled by iodine. Incomplete secondary thyroidectomy be- 
tomy (injury of right recurrent nerve). cause of nerve injury 
4 F 28 June, 1935: hemithyroidectomy (injury of August, 1935: controlled by iodine and Incomplete secondary thyroidectomy be- 
right recurrent nerve). x-ray (1200 r). cause of nerve injury 
12 M 51 January, 1932: bilateral subtotal thyroid- February, 1932: no palpable thyroid tis- Neurocirculatory asthenia, inadequate 
ectomy. sue; controlled by iodine. thyroidectomy (?) 
13 M 40 June, 1935: bilateral subtotal thyroidec- August, 1935: no palpable thyroid tis- Frequent upper-respiratory-tract infec- 
sue; controlled by iodine. ions 
14 M 16 December, 1937: bilateral subtotal thyroid- February, 1938: no palpable thyroid tis- Adequate thyroidectomy (?), hyperpitui- 
ectomy. sue; controlled by iodine. tarism (?) 
15 F 24 


April, 1938: bilateral subtotal thyroidec- 
tomy. 


August, 1938: right thyroidectomy; con- 
trolled by iodine. 


Marked neurocirculatory asthenia, strong 
family history of severe thyrotoxi- 
cosis 


these the operation could not be completed because 
of injury to the right recurrent laryngeal nerve. 
In the third, thyroidectomy was incomplete be- 
cause the remnants were almost inextricably bur- 
ied in extensive and dense adhesions. 

Four patients showed persistent thyrotoxicosis 
one to four months following bilateral subtotal 
thyroidectomy done at our hospital. In Case 15 


lateral subtotal resection was done without any 
difficulty, except for a temporary right recurrent 
laryngeal nerve palsy in 1. In the other, regrowth 
of thyroid tissue and a return of symptoms and 
signs of hyperthyroidism occurred within four 
months after the apparently adequate secondary 
subtotal thyroidectomy. In the remaining 2 pa- 
tients only subtotal hemithyroidectomy could be 
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done because of injury to the recurrent laryngeal 
nerve. 

Two patients in this group (Table 1) and the 
5 patients with recurrent thyrotoxicosis following 
subtotal thyroidectomy done at our hospital (Table 
2) were treated by means other than surgical. Five 
patients have been treated by prolonged use of 
iodine alone, and 2 received x-ray therapy over 
short periods of time in addition to the iodine 
medication. The results of this type of treatment 
have been quite satisfactory and are in accord with 
the experience of others, notably Thompson, Mor- 
ris and Thompson,’ Jackson® and Haines.’® Thus 
Cases 1, 7 and 8 showed complete arrest of the syn- 
drome after taking iodine for a period of one to two 
years. In Case 7, the patient had a normal preg- 
nancy in 1936 without any further recurrence of 
symptoms or signs of thyrotoxicosis. In July, 1939, 
however, she returned with signs and symptoms of 
recurrence, which again were controlled by iodine. 
A secondary thyroidectomy may become necessary 
in her case because of fairly marked regrowth of 
thyroid tissue. The symptoms in Case 5 are com- 
pletely controlled by iodine medication, taken reg- 
ularly since April, 1935, in spite of definite re- 
growth of thyroid remnants. She should probably 
be subjected to a secondary thyroidectomy because 
of this but has refused surgery. Cases 9, 10 and 11 
have been completely controlled by this nonsur- 
gical regimen, but still show evidence of thyro- 
toxicosis when the iodine medication is omitted. 

The difficulties of secondary thyroidectomy are 
widely appreciated. For this reason, we attempt 
to treat cases with recurrence either by the pro- 
longed use of iodine alone or by iodine and one 
or two courses of x-ray therapy, except for those 
patients in whom the return of symptoms is ac- 
companied by a definite regeneration of thyroid 
remnants. We resort to secondary thyroidectomy 
when these conservative measures fail to control 
the patient’s symptoms completely. 


TREATMENT OF PeERsISTENT THYROTOXICOSIS 

Medical Considerations 

Six of the 7 patients with persistent thyrotoxi- 
cosis have been treated by nonsurgical means 
(Table 3). One patient (Case 15) showed striking 
regeneration of thyroid tissue within four months 
of an apparently adequate subtotal thyroidec- 
tomy, and she was subjected to a secondary thy- 
roidectomy. Because of a severe reaction during 
the course of the operation only a right subtotal 
thyroidectomy was performed, with the result 
that symptoms and signs of thyrotoxicosis still 
persist, although in a much milder degree; they 
are readily controlled by iodine medication. 

Two of the patients had to be given x-ray 
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therapy in addition to the iodine medication. The 
others are completely controlled by iodine alone. 
One of these patients (Case 12) has taken iodine 
regularly since February, 1932. He has worked 
full time during this entire period. He still has 
thyrotoxicosis, however, as symptoms and signs re- 
turn promptly after iodine is omitted. 


Thus, in our comparatively small experience, 
as in the larger experience of others,” ?° the pro- 
longed use of iodine has been effective in con- 
trolling the symptoms and signs of recurrent thy- 
rotoxicosis. We give it a fair trial in all cases, 
except those in which there is marked regenera- 
tion of thyroid tissue. X-ray therapy may have to 
be added occasionally, although the effects of 
x-ray therapy alone have been less striking than 
those of iodine medication. 


In general, we are in complete accord with 
Pemberton® in regard to a certain number of pa- 
tients with persistent thyrotoxicosis following ap- 
parently adequate subtotal thyroidectomy. They 
tend to show persistence or recurrence regardless 
of presumably adequate surgery. In these unfor- 
tunate individuals it seems more rational to use 
nonsurgical methods of treatment than to resort 
to total thyroidectomy as advocated by Scott.” The 
burden of chronic persistent thyrotoxicosis may 
be more onerous in some patients than that of 
postoperative myxedema which, we agree with 
Scott, is quite readily and easily controlled. The 
difficulty lies in the selection of those patients who 
show persistence following subtotal thyroidec- 
tomy from the general run of patients who re- 
spond so brilliantly to that operation. It seems 
illogical, therefore, to subject all patients with 
thyrotoxicosis at the primary operation to total 
thyroidectomy. 


Surgical Considerations 


A fairly extensive experience with total thy- 
roidectomy has taught us that radical extirpation 
of the gland, carefully performed, can be accom- 
plished without the fear of tetany or a prohibi- 
tive incidence of nerve damage. In this series of 
patients, the majority of whom were submitted 
to radical subtotal resections, we had three per- 
manent unilateral nerve injuries (1.3 per cent) and 
four temporary palsies with full restoration of 
function occurring in from a few days to eight 
months. In the five operations for recurrent hyper- 
thyroidism there were two temporary nerve in- 
juries and one permanent. We encountered no 
case of tetany or of mild parathyroid insufficiency. 
No special effort is made to search for the para- 
thyroid glands. If one is inadvertently removed, it 
is promptly reimplanted in the sternomastoid mus- 
cle. It has been stated’ that symptoms of hypo- 
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parathyroidism can probably be attributed more 
often to injury than to removal of the parathyroid 
glands. A too diligent search for them during op- 
eration should therefore be avoided. Such un- 
necessary operative insult is prone to result in 
injury to the nerve and blood supply of these 
glandules, with the subsequent development of 
symptoms, usually mild, of impaired parathyroid 
function. 

Our experience with the primary operations for 
thyrotoxicosis leads us to believe that, except in 
cases of juvenile hyperthyroidism, radical rather 
than conservative resection of the gland is indi- 
cated. One might theorize that patients with 
long-standing severe hyperthyroidism who show 
a good involutional response to iodine may well 
be in the terminal phase of the natural course of 
the disease, and should therefore be submitted to 
a conservative resection. Conversely it might be 
argued that patients with a comparatively short 
history are probably in the early phase of their 
disease, and should therefore be treated more 
radically. It would also seem that radical sur- 
gery is advisable in those patients who exhibit 
poor involution and are iodine-resistant. We 
have, however, with few exceptions, performed 
radical subtotal thyroidectomy in this series with- 
out special regard to the aforementioned consider- 
ations and an analysis of our results discloses 5 
patients (2.1 per cent) with recurrent thyrotoxi- 
cosis and 7 (3.0 per cent) exhibiting residual or 
persistent thyrotoxic symptoms. There were 9 
cases (3.9 per cent) of postoperative myxedema, 
in all of which the symptoms are satisfactorily 
controlled by small daily rations of thyroid. In 
most of our patients there was a temporary state 
of postoperative hypothyroidism with a gradual 
return to a normal metabolic level. 

Some surgeons may be influenced toward a more 
conservative resection of the gland in toxic goiter 
in order that a liberal residue of thyroid tissue 
might be left for the protection of the recurrent 
laryngeal nerves and the parathyroid glands. 
While the preservation of both these structures is 
of course most essential, it is nevertheless true that 
only small remnants of either lobe of the thy- 
roid gland may be left without seriously increasing 
the hazard of nerve injury or tetany, provided one 
is sufficiently acquainted with the normal anatomy 
and its variations. The application of this more 
radical approach would in some cases eliminate 
the subsequent development of persistent or re- 
current hyperthyroidism. 

The possibility of high superior poles some- 
times projecting into the retrolaryngeal plane, 
retrotracheal extension of either lobe and a pyram- 
idal lobe must all be borne in mind. They 
should be carefully sought for, adequately exposed 
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and dealt with accordingly. No tissue is left at 
the upper poles and the pyramidal lobe as well 
as the isthmus is always entirely excised in deal- 
ing with thyrotoxic patients. By completely mo- 
bilizing the lobe the amount of thyroid tissue to be 
left in the tracheoesophageal sulcus can then be 
estimated with a fair degree of accuracy. All ex- 
cised tissue at the completion of the operation is 
routinely weighed and the probable amount of 
tissue left in the sulcus is estimated in grams. 
This more detailed method of appraising the 
weight of the remaining thyroid tissue has seemed 
to be more reliable than the previous method of 
reporting the operation as a “three-fourths” or 
“five-sixths” subtotal thyroidectomy. It is the 
amount of tissue left rather than the quantity 
removed that is the important consideration. In 
the average case of diffuse toxic goiter operated 
on, approximately 3 or 4 gm. of thyroid tissue is 
left in each sulcus. 


In secondary operations for recurrent toxic goi- 
ter the exposed remnants should be radically ex- 
cised. We are coming to the belief that total or 
near-total excision of such remnants is probably 
advisable, fully realizing the technical difficulties 
that may be encountered. A higher incidence of 
hypothyroidism or myxedema will follow such 
maximal extirpation of all demonstrable thyroid 
tissue, but the untoward symptoms of a depressed 
metabolism are to be feared less than secondary 
surgery. 

The recurrent nerves are frequently exposed 
during primary operations, but their identification 
has not been adopted by us as a routine in all 
cases. The likelihood of injury to these vital 
structures, however, would be considerably re- 
duced if they were identified, whenever technically 
feasible, in patients operated on for recurrent 
Graves’s disease. We have sometimes resorted to 
direct laryngoscopic visualization of the vocal 
cords after completing one side of the operation 
when doubt existed as to the integrity of the nerve. 
This part of the operative procedure is assigned 
to the laryngologist. If injury of the homolateral 
cord is disclosed, the operation is terminated and 
the contralateral side is completed at a later date 
if the nerve injury is temporary. While direct 
laryngoscopy may prove to be an additional bur- 
den to an already toxic patient, it is nevertheless 
worthy of serious consideration if its object is to 
prevent the tragic complication of bilateral paraly- 
sis. 

Discussion 


The factors influencing persistent and recurrent 
hyperthyroidism have been studied in a series of 
235 cases of toxic goiter operated on from 1932 
to 1938. The incidence of persistence and recur- 
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rence was 5.1 per cent. This is strikingly low 
when compared with an incidence of 19.5 per cent 
in a similar series of 190 cases reported by Thomp- 
son, Morris and Thompson,” in 1930. 

One of the reasons for this low incidence is that 
radical subtotal thyroidectomy has been done in 
most of the cases. Another may be that the major- 
ity of cases have not been followed for a sufficiently 
long period of time. It is certainly possible that 
more of these cases will show recurrence at some 
later date. 

The factors probably responsible for persistence 
and recurrence have been found in this series 
to consist of inadequate thyroidectomy, the unique 
personality and fundamental imbalance of the 
patients with Graves’s disease, frequent upper- 
respiratory-tract infections, and psychic trauma 
from marital infelicity, financial insecurity ‘and so 
forth. 

No case of either persistent or recurrent thyro- 
toxicosis has been observed following subtotal 
thyroidectomy for toxic nodular goiter. 

Neither the age, sex, the initial basal metabolic 
rate nor the degree of response to iodine ap- 
peared to play any role in persistent and recur- 
rent thyrotoxicosis. 

The symptoms and signs of many patients with 
persistent or recurrent thyrotoxicosis can be con- 
trolled fairly completely by iodine medication, 
either alone or in combination with x-ray treat- 
ment. 

Nevertheless, the ideal treatment for recurrent 
and persistent thyrotoxicosis, especially when there 
is marked regeneration of thyroid tissue, should 
consist of maximal or total excision of the thyroid 
remnants. Such a procedure is likely to result in 
postoperative myxedema, but this can be satis- 
factorily controlled by thyroid medication. 

The incidence of permanent postoperative myx- 
edema in this series of 235 cases was only 3.9 
per cent, in spite of the fact that most of them 
had radical subtotal thyroidectomies. 


SUMMARY 


In a series of 235 cases of toxic goiter operated 
on between 1932 and 1938, the incidence of per- 
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sistent thyrotoxicosis was 3.0 per cent, and that of 
recurrent thyrotoxicosis 2.1 per cent. 

The incidence of permanent postoperative myx- 
edema was 3.9 per cent. 

The factors responsible for most cases of per- 
sistent and recurrent thyrotoxicosis consisted of 
inadequate thyroidectomy, the Graves’s personality 
with its fundamental instability, frequent upper- 
respiratory-tract infections, and psychic trauma, 
such as that accompanying pregnancy, the meno- 
pause and financial insecurity. 

A small group of patients showed persistence 
and recurrence without any assignable cause and 
in spite of apparently adequate thyroidectomy. 

The symptoms and signs of many of the pa- 
tients with persistent and recurrent thyrotoxicosis 
can be alleviated by the prolonged use of iodine 
medication, alone or in combination with x-ray 
treatment. 

It is believed, nevertheless, that the ideal treat- 
ment of these patients should consist of radical 
removal of all thyroid remnants whenever con- 
servative methods fail to control the symptoms and 
in those patients showing marked regeneration of 
thyroid tissue. 

The difficulties encountered in patients subjected 
to secondary thyroidectomy and ways of surmount- 
ing them are discussed. 
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DENTAL PROBLEMS ASSOCIATED WITH PREGNANCY* 


Cuares P. SHELpon, M.D.t+ 


BOSTON 


HERE is a tendency for obstetricians to have 
more interest in oral hygiene than was shown 
a few years ago. Authorities on obstetrics admit 
that oral hygiene is a good thing, that foci of 
infection about the mouth may have in certain 
cases some etiologic bearing on toxemia of preg- 
nancy, pyelitis, puerperal infection, puerperal mas- 
titis and recurrent abortions, and that dental sur- 
gery should be performed when it is indicated. 
Perhaps the day will come when every expec- 
tant mother will be seen by a dental surgeon as a 
routine part of her prenatal care. This might be 
a procedure of some value in the prevention of 
obstetric complications. It certainly would con- 
tribute to the health and happiness of the mother 
during pregnancy. Furthermore, it would tend to 
ensure at the end of gestation a normal, healthy 
mother and baby, which, after all, is the aim of 
modern obstetrics. 


Unfortunately, the attainment of ideals is often 
difficult. In spite of the adoption of prenatal care 
as an essential part of the obstetric program, very 
often nothing is done about dental problems dur- 
ing pregnancy unless they are real emergencies. 
This defect in prenatal care revolves around apathy 
of the laity as regards the care of their teeth, 
lack of appreciation by the laity of the associa- 
tion between dental sepsis and poor health, inade- 
quate facilities for proper dentistry during the 
prenatal period, and unfounded reluctance on the 
part of dentists and obstetricians to recommend 
dental surgery during pregnancy. 

Through educational measures syphilis is being 
taken from the category of the taboo. Most ob- 
stetricians perform routine serological tests on their 
patients in an attempt to eliminate congenital syph- 
ilis. Perhaps as much good would result from 
some plan to care adequately for dental problems 
during pregnancy. The medical and dental pro- 
fessions should co-operate in the establishment of 
proper facilities for dental care during pregnancy, 
and should educate the laity in the need for proper 
oral hygiene as an essential part of prenatal care. 

Adequate dental care during pregnancy would 
aid in the elimination of foci of infection, help 
prevent further extension of tooth decay, promote 
the general health of the expectant mother and 


*Read at a meeting of the Northeastern Dental Society, Swampscott, 
Massachusetts, June 6, 9. 

tAssistant in obstetrics, Harvard Medical School; assistant obstetrician 
to outpatients, Boston Lying-in Hospital. 


ensure a good foundation for proper dental de- 
velopment in the fetus. 


Foca. INFECTIONS 


The literature is replete with contradictory opin- 
ions concerning the effect of foci of infection on 
the development of general systemic diseases. The 
bulk of evidence favors the association of a septic 
focus with the development in certain cases of 
diseases such as pyelitis, bacterial endocarditis and 
arthritis. There is often an improvement in the 
medical situation with the elimination of the sep- 
tic focus, be it diseased tonsils, an abscessed tooth 
or a chronically infected prostate or cervix. 


In 1916 La Vake’ postulated a relation between 
foci of infection in the teeth and tonsils and the 
development of toxemia of pregnancy. Talbot’ 
in 1919 reported 97 cases of toxemia of pregnancy 
with a finding of dental sepsis in every case. He 
believed that chronic tooth sepsis threw an in- 
creased load on the excretory function of the kid- 
ney, which is already burdened by the excretory 
demands of advancing pregnancy. He came to 
the conclusion that there was a definite relation 
between focal infection and toxemia of pregnancy, 
and stated: “If this relationship can be established 
the dental profession will hold a place in the child- 
conservation movement and in prophylactic medi- 
cine unequaled by any other branch of medicine.” 

Bland and First® raise the possibility of puer- 
peral infection’s resulting from the transfer of in- 
fectious material from the mouth to the genital 
tract by the patient’s hands. Glanckopf* believes 
that foci of infection may contribute to materna} 
mortality, and advises dental surgery whenever 
it is indicated during pregnancy. Galloway® found 
that 15 per cent of 242 women had apical abscesses 
during pregnancy and advised removal of these 
foci of infection. He and Talbot both stressed the 
importance of x-ray examination in the demon- 
stration of tooth disease. 


DENTAL CarlEs 


The connection between pregnancy and dental 
caries is still debatable. Mull, Bill and Kinney® 
studied prenatal cases and, like Galloway,® found 
that 15 per cent had dental caries. They did not 
believe that there was a greater development of 
dental caries during pregnancy and the first few 
weeks of lactation than would be found in a group 
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of nonpregnant women who were followed for 
the same period of time. They concluded that 
the average number of missing and carious teeth 
were proportional to the age of the individual 
rather than to the number of pregnancies. 


Ziskin and Hotelling’ studied 324 pregnant 
women. By means of Bollecker’s “caries index” 
they found that pregnancy does not incite dental 
caries. They observed that more teeth may be 
extracted during pregnancy than in the non-gravid 
state, but that the causes for extraction are not 
related to progress of tooth decay. They also be- 
lieved that there might be some factors operating 
during pregnancy which actually prevented the 
development of dental caries. 

Bland and First® believe that the chief dele- 
terious effect of pregnancy is to aggravate the 
dental caries already present rather than to pro- 
duce caries in healthy teeth. Kerwin® maintains 
that since the enamel has no blood vessels, cal- 
cium cannot be absorbed from the teeth into the 
blood stream to meet the demands of the growing 
fetal skeletal system. Schour, Chandler and 
Tweedy® removed the parathyroid glands from 
rats. In those that survived over four months, re- 
peated pregnancies and lactations failed to pro- 
duce any histological evidence of calcium with- 
drawal from the calcified tissue of the teeth. 


The exact cause of tooth decay is unknown. 
Alterations of the hydrogen-ion concentration, 


carbohydrate fermentation, vitamin deficiency and — 


disturbances of the calcium-phosphorus blood 
levels are considered possible etiologic factors. Of 
perhaps even greater significance is the factor of 
heredity, which naturally is difficult to evaluate. 
There is some evidence that good teeth are in- 
herited by some family strains, while others have 
teeth that develop dental caries in spite of every 
prophylactic measure. If this is true, prenatal in- 
fluences may be of some importance. It is there- 
fore desirable for every pregnant woman to re- 
ceive dietary and hygienic measures during the 
antepartum period, which will lay a good founda- 
tion for the proper development of tooth struc- 
tures in the growing embryo. Since tooth struc- 
tures are present by the end of the second gesta- 
tional month and calcification is evident as early 
as the fourth month, therapeutic procedures 
should be carried out throughout the pregnancy. 
In fact, an ideal situation is one in which a woman 
undertakes a pregnancy only after a thorough den- 
tal survey has been conducted as a preconceptional 
measure, at which time the dental surgeon cor- 
rects all defects, so that the patient starts the preg- 
nancy with sound teeth. It is then the problem 
of the obstetrician to institute the necessary dietary 
measures which will meet the demands of the in- 
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creased metabolism associated with pregnancy, 
and will supply the growing embryo with the 
foundation building materials which, if not pres- 
ent in adequate amounts, will be abstracted from 
the maternal tissues. 


Diet Durinc Precnancy 


Not only must carbohydrates, proteins, fats, min- 
erals and vitamins be present in liberal amounts 
in the diet of the expectant mother, but they must 
be assimilable. For instance, we know that even 
though there may be an adequate intake of cal- 
cium in the diet, rickets will develop during child- 
hood if vitamin D is not available in sufficient 
amounts to promote absorption of calcium. There 
may be, and probably are, many other relations 
in metabolism similar to that of vitamin D and 
calcium. 

Rosebury and Foley’? produced experimental 
evidence that pregnancy and lactation do not re- 
sult in increased tooth decay, although bone cal- 
cification and the formation of new dentine is 
defective if the diet is deficient in calcium and 
vitamin DD. 

Agnew, Agnew and Tisdall’ fed rats on diets 
low in phosphorus and vitamin D; this resulted in 
a high incidence of dental caries. The amount 
of calcium in the diet did not seem to influence the 
development of caries. 


Howe?” was able to produce decalcification of 
the teeth of guinea pigs by placing them on a diet 
deficient in anti-scorbutic factor, and to cure the 
process by feeding an adequate diet. He discov- 
ered that diets deficient in vitamin C resulted in 
a diminution of the amount of ash and calcium 
and an increase in the amount of magnesium in 
the teeth, even though the calcium in the diet was 
normal."* 


Animal experimentation suggests that there is 
an increased demand for vitamins during preg- 
nancy and lactation. Teel, Burke and Draper™ 
have shown that the fetus acts as a parasite on 
the mother, so that she needs appreciably greater 
amounts of vitamin C during pregnancy than she 
does during the non-gravid state. This increased 
maternal need for vitamin C was demonstrated 
to persist during lactation."® 

It should be remembered that a well-balanced 
diet built up around five main articles (meat, eggs, 
milk, vegetables and fruits) will supply the es- 
sential elements. One or two eggs daily will cor- 
rect a deficiency of vitamin D. One quart of 
milk supplies 1.2 gm. of calcium, which is ade- 
quate for the normal demands (1 gm. daily). 

If the expectant mother is unable to drink milk 
and to eat proper amounts of green vegetables, 
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it becomes necessary to add calcium to the diet. 
During those months when there is little sunshine 
it is advisable to add some form of cod-liver oil, 
because of the beneficial effects of vitamin D in 
the promotion of absorption of calcium. If the 
diet is deficient in fruit juices, or if the patient 
has spongy gums which bleed easily, ascorbic acid 
is an essential therapeutic procedure. 


As obstetricians and dentists become increasingly 
scientifically minded, there is a tendency to im- 
part to the patient an impression that she is af- 
flicted with a terrible disease, namely pregnancy. 
I should like to make a plea that we change our 
tactics and try to impress the pregnant woman 
with the idea that she does not have a disease 
but is simply experiencing a normal physiologic 
process. We can help to inculcate this attitude 
by the intelligent administration of vitamins and 
other necessary food articles when they seem to 
be deficient in the patient’s diet, instead of blindly 
giving shotgun mixtures and supplying excessive 
amounts on the theory that if a little is beneficial 
a lot should do much more good. 


The Council on Dental Therapeutics’® states that 
the addition of calcium and phosphorus in the 
presence of an adequate diet does not necessarily 
promote the development of sound teeth in the 
human fetus. 


We have not yet properly evaluated the possible 
harmful effects of the administration of vitamins 
and minerals in excess of the bodily needs. Brehm™ 
believes that viosterol causes calcification of the 
placenta, which is greatly increased when there is 
an excess of calcium in the diet. Finola, Trump 
and Grimson’* demonstrated by roentgenograms 
increased bone density in babies born of mothers 
treated with dicalcium phosphate and _ viosterol. 
Let us, then, as physicians and dentists, cease to 
treat our patients empirically, and administer 
drugs only when they are needed. 


Orat 


A clean mouth contributes to the comfort and 
health of the obstetric patient. Dental hygiene 
should be fully explained by the attending physi- 
cian. The patient should be instructed to brush 
her teeth after each meal. The gums should be 
massaged with the toothbrush and the teeth 
should be brushed from the gums toward the bit- 
ing surfaces. An alkaline mouthwash should be 
used after each brushing. 

Dental hygiene is but one part of the general 
hygiene of pregnancy, and should be combined 
with such measures as fresh air, sunshine, exercise, 
rest, a clean body and a proper mental attitude 
on the part of the patient. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Feb. 15, 1940 


DentaL Surcery Durinc PREGNANCY 


The dental surgeon may safely perform during 
pregnancy any procedure which is indicated for 
the correction of tooth defects, but should first 
consult the attending obstetrician. Ordinarily it 
is unwise to perform dental surgery at that time 
of the month when the menses would occur if the 
patient were not pregnant, since this is the most 
likely time for abortion to occur. On the other 
hand, abortion following tooth extraction is ex- 
ceedingly uncommon. 


In general, dentists treat pyorrhea, fill cavities, 
drain abscesses, extract roots and cauterize polyps 
during pregnancy. The possible harmful effects 
of extracting teeth in order to eliminate foci of 
infection should be borne in mind, since this may 
spread the infection rather than eliminate it. 
Rowley,’® therefore, advises repeated examina- 
tions of the temperature, urine and leukocyte 
count during and following extractions in order 
to note reaction. He cultured the roots of devital- 
ized teeth and consistently showed a_ positive 
growth of streptococci of either the viridans or 
hemolytic types. 


The patient should not be subjected to pro- 
longed exhausting operative procedures. If many 
teeth must be extracted it is preferable to carry 
this out in several stages. 


Local anesthesia is preferable to inhalation anes- 
thesia, although nitrous oxide may be used with 
comparative safety. 

Since many obstetric patients now receive potent 
analgesic drugs during labor and inhalation anes- 
thesia at delivery, it is increasingly important that 
there be no loose teeth or insecure fillings which 
can be inhaled into the air passages when the pa- 
tient is under the effect of one of these drugs. 
Proper dental therapy will greatly diminish this 
danger. 


SUMMARY AND CONCLUSIONS 


Dentistry should be an essential part of prenatal 
and postnatal care. 

Foci of infection about the mouth may in some 
cases have an etiologic bearing on the develop- 
ment of obstetric complications such as toxemia, 
pyelitis, mastitis, puerperal infection, cardiac de- 
compensation and recurrent abortion. 

A negative calcium-phosphorus balance and vita- 
min C and D deficiencies may have a deleterious 
effect on dental caries during pregnancy. 

Dentists and obstetricians should prescribe cal- 
cium, viosterol, ascorbic acid and other essential 
elements when they seem to be lacking. There is 
no evidence that the administration of these sub- 
stances in amounts in excess of the bodily needs 
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will have a beneficial effect on either the mother 
or the baby. 

Oral hygiene is an essential part of the general 
hygiene of pregnancy. 

Pregnancy is no contraindication to dental sur- 
gery. On the contrary, proper dental surgery may 
have a beneficial effect on the pregnancy. 

270 Commonwealth Avenue. 
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A CLINICAL AND LABORATORY STUDY OF THE INCIDENCE OF 
FUNGI IN PATIENTS WITH CUTANEOUS ERUPTIONS* 


Joun G. Downtne, M.D.,t Beutan Merritt, B.A.f Davin L. Betpinc, M.D.§ 


BOSTON 


8 ge the year from July 1, 1938, to July 
1, 1939, 476 patients with cutaneous erup- 
tions were examined at the Dermatological Clinic 
of the Boston City Hospital for the presence of 
fungi. The existence of fungous infection was 
definitely or remotely suspected in most of these 
patients. Scrapings were taken from the skin of 
these patients, not only at the site of the lesion but 
elsewhere, for example the feet. Direct microscopi- 
cal examination of the scrapings from the lesions 
in cover-glass mounts with 20 per cent potassium 
hydroxide and cultures on Sabouraud’s medium 
were made. The cultural methods were the more 
informative, since they permitted the identifica- 
tion of species as well as that of genera. The 
value of direct microscopical examination was 
evidenced in cases infected with tinea versicolor, 
since the cultivation of the causative organism was 
unsatisfactory. Except in the sections of this re- 
port especially relating to cultures, the positive 
findings represent the results of the combined 
methods. 


Direcr MicroscopicaL EXAMINATION VERSUS 
CULTURES 


Positive findings were obtained in 37.6 per cent 
of the 476 patients examined, 29.6 per cent by cul- 


*From the Department of Dermatology and Syphilology, Boston City Hos- 
pital, and the Evans Memorial, Massachusetts Memorial Hospitals, Boston. 

tAssistant professor of dermatology, Tufts College Medical School; assis- 
tant dermatologist, Boston City Hospital. 

tResearch technician, Evans Memorial, Massachusetts Memorial Hospitals, 
Boston. 

§Professor of bacteriology and experimental pathology, Boston University 
School of Medicine; member of staff, Evans Memorial, Massachusetts Memo- 
rial Hospitals, Boston. 


tures and 27.2 per cent by direct examination. Of 
the 179 cases with positive findings, both cultures 
and scrapings were positive in 94 (52.5 per cent), 
cultures were positive and scrapings negative in 
47 (26.2 per cent), and cultures were negative and 


TasiE 1. Direct Microscopical Examination versus Cultural 
Methods in the Detection of Fungi. 
Posirive FINDINGS 
NO. OF PERCENTAGE 
Genus CASES OBTAINED BY 
Microscopical Cul- 
Fxamination — ture 
Epidermophyton .................. 4 100 75 
Monilia: 
26 65 92 
13 0 100 
11 9 100 


scrapings positive in 38 (21.2 per cent). If cul- 
tures had been the only method used, 141 positive 
results (78.7 per cent) would have been obtained, 
and if microscopical examination only had been 
made, 132 (73.7 per cent) would have been found. 
These figures indicate the necessity of using both 
methods in the laboratory diagnosis of infections 
due to fungi. 


The relative value of the two methods varied 
with the genus of the invading fungus as shown 
in Table 1. Infections by Microsporon, Tricho- 
phyton, Epidermophyton and Malassezia were 
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more readily demonstrated by direct microscopical 
examination than by culture. The other genera 
of fungi shown in Table 1 were detected chiefly by 
culture. Monilia albicans was recognized in 92 
per cent of the positive cases by culture and in 65 
per cent by microscopical examination. The other 
species of Monilia, which probably play no im- 
portant etiologic role, were detected only by cul- 
ture. Infections with Mycoderma and Crypto- 
coccus were recognized chiefly by cultural meth- 
ods. 


SEASONAL INCIDENCE OF FuNGI IN DISEASES 
OF THE SKIN 


Table 2 gives the percentage of cases in which 
fungi were recognized by laboratory examina- 


Taste 2. Percentage of Positive Findings of Fungi by 


Months. 
MonTH No. Positive Cases 
OF CASES NO. PER CENT 
1938: 
20 9 45.0 
35 16 45.7 
1939: 
52 17 32.7 


tion, arranged by months. Of 476 cases, 179 (37.6 
per cent) showed the presence of fungi. These 
fungi appear to be the etiologic agents, except pos- 
sibly the species of Monilia other than M. albicans 
and the genera Mycoderma and Cryptococcus. 
The seasonal distribution of the series has little 
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groups of three months so as to separate the 
summer-vacation period. 

Tinea capitis (Microsporon infection) occurred 
almost exclusively in children. During the sum- 
mer months the number of patients was about 
half as large as that during the other months, evi- 
dently because of the vacation period. Tinea cir- 
cinata did not show a similar decline during this 


Taste 3. Relation of Season and Temperature to the 
Percentage of Positive Findings of Fungt. 


PERCENTAGE OF PosiITIVE FINDINGS 


EROSIO 
INTER- 


MEAN DIGI- 
Tem- ALL TINEA TINEA DERMA- TALIS, 
Periop PERA- DIS- CAPI- CIRCI- TOPHY- ONYCHO- 
TURE EASES TIS NATA TOSIS MYCOSIS 
(Boston) AND 
PARO- 
MYCHIA 
Six warm months 
fay to November) 63.9 40.6 888 826 56.5 70.6 
Six cold months 
(November to May) 35.8 34.7 80.7 60.0 51.4 66.7 
Four very warm months 
June to October) 68.1 45.0 100.0 86.7 55.0 63.3 
Four very cold months 
December to April) 34.1 34.7 77.3 58.3 52.4 58.3 


period. Dermatophytosis, due in the majority of 
cases to Trichophyton, was less prevalent during 
the coldest months, whereas erosio interdigitalis 
and other conditions of the hands due to Monilia 
had no seasonal variation. 

The percentage of positive laboratory findings 
tended to increase during the warm weather. A 
comparison of the warm and cold months in 
Table 3 shows that during the warm weather there 
was a marked increase in the percentage of posi- 
tive findings in tinea capitis and tinea circinata, 
and slight increase in dermatophytosis and in 
erosio interdigitalis and other hand infections. 


Taste 4. Clinical Diagnoses and Positive Findings of Fungi. 


No. oF PosITIVE 


CuinicaL Diacnosis Cases FINDINGS 
NO. 
CENT 
Dermatophytosis 98 54 54.6 
EFrosio interdigitalis .............. 23 17 73.9 
8 4 50.0 
Dermatitis, contact .......-see.ee8 215 7 3.3 
1 1 100.0 
Pityriasis 5 1 20.0 


GENUS 
MICRO- TRICHO- EPIDFR- MONILIA MONILIA CRYPTO- MYCO- MALA6- 
SPORON PHYTON MoPHY- (M.albi- (other coccUS DERMA 
cans) species) 
31 2 & 9 4 
41 
33 1 
4 
| 
15 1 1 
2 2 
3 
1 2 1 1 2 
1 
1 
1 
1 
74 33 4 26 13 11 7 ll 


significance other than indicating a seasonal varia- 
tion in the percentage of positive findings. More 
information is obtained when the prevalences 
of the four commonest diseases—tinea capi- 
tis, tinea circinata, dermatophytosis and the com- 
bined Monilia infections of erosio interdigitalis, 
onychomycosis and paronychia —are arranged in 


Tue INcIDENCE OF Funct IN CERTAIN SKIN 
DIsEASES 


The percentage of positive laboratory findings 
of fungi depends on the cutaneous eruption. 'Ta- 
ble 4 gives the percentage of positive examinations 
for several diseases commonly associated with fun- 
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gous infections and the distribution of the fungi 
according to genera. 

Tinea capitis. A high percentage of positive 
results (84 per cent) was obtained in this dis- 
ease. All the fungi found were of the genus Mi- 
crosporon. This disease is easily recognized clin- 
ically, which explains the high percentage of pos- 
itive findings. 

Tinea circinata. Patients with this disease also 
yielded a fairly high percentage of positive results 
(71 per cent). With a single exception all the 
fungi were of the genus Microsporon. 

Dermatophytosis. Over half the patients (55 
per cent) with dermatophytosis gave positive find- 
ings. Of the 54 fungi, 31 were of the genus 
Trichophyton and the remainder were of the 
genera Monilia, Cryptococcus and Mycoderma. 
Either laboratory methods were less effective in 
detecting fungi in this disease or the clinical diag- 
nosis of dermatophytosis was wrong. 
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M. gypseum, 1; and M. lanosum, 42. The 24 
positive cultures of Trichophyton consisted of the 
following species: T. gypseum, 10; T. purpureum, 
6; and unclassified, 8. The 3 species of Epider- 
mophyton were all E. floccosum. The 37 cultures 
of Monilia consisted of the following species: 
M. albicans, 24; and unclassified, 13. 


ANATOMICAL DISTRIBUTION OF FuncI 


The various cutaneous locations from which 
the fungi were obtained are arranged in Table 5 
according to the genus of the fungus. The sources 
of the 179 positive findings were as follows: head, 
29 per cent; body, 19 per cent; upper extremities, 
26 per cent; and lower extremities, 26 per cent. 

Fungi of the genus Microsporon were distributed 
thus: head, 67 per cent; body, 18 per cent; upper 
extremities, 12 per cent; and lower extremities, 3 
per cent. Those of the genus Trichophyton were 


Taste 5. Anatomical Distribution of Fungi Isolated from Patients. 


No. oF 
PosITIVE 


FINDINGS SCALP 


MicfOSPOTON 41 
Trichophyton 
Epidermophyton 
Monilia: 

M. albicans 

Other species 
Cryptococcus 
Mycoderma 


Heap 


Upper Lower 
Bopy ExtTREMITIES Ex1ReMities 
FACE BODY GROIN AXILLA ARMS HANDS LEGS FEET 
9 10 3 8 1 2 
1 2 2 3 25 
4 
2 1 1 20 2 
1 1 5 6 
1 2 1 4 
1 1 4 1 
11 
3 5 6 1234 2 
34 46 ” 


Erosio interdigitalis. The interdigital lesions of 
the hands showed the presence of Monilia in 74 
per cent of the cases. In 88 per cent of this 
group the lesions showed the presence of M. al- 
bicans. 

Contact dermatitis. The small number of fungi 
(3 per cent) obtained from patients with con- 
tact dermatitis — mostly old cases — indicates that 
secondary infection with fungi is not so frequent 
as one might expect from the literature. Known 
pathogens were detected in only 3 of 215 patients. 


SPECIES OF FuNcI 


Only those fungi isolated by culture were identi- 
fied as to species. It was not always possible 
to determine accurately the exact species, owing 
to the lack of standard classification and to the 
difficulty of classifying the aberrant forms, which 
do not correspond exactly to established types. For 
this reason it has been necessary to list some 
of our cultures as unidentified species. No attempt 
was made to classify species of the genera Crypto- 
coccus and Mycoderma. 

The 60 positive cultures of Microsporon con- 
sisted of the following species: M. audouint, 17; 


obtained as follows: body, 3 per cent; upper ex- 
tremities, 12 per cent; and lower extremities, chief- 
ly feet, 85 per cent. Monilia albicans was found 
as follows: head (face), 8 per cent; body, 8 per 
cent; upper extremities (hands), 76 per cent; and 
lower extremities (feet), 8 per cent. 


Discussion 


This type of study reveals several points worthy 
of comment. 

A systematic examination of patients for fungi 
has a distinct value, since the finding of fungi, 
especially in the cases of contact dermatitis, may 
mean a great difference in prognosis and treat- 
ment. However, the finding of a pathogenic fungus 
in the skin of a patient showing a cutaneous erup- 
tion does not necessarily mean that the eruption 
is due to the fungus, since an occasional pathogen 
may be found on a normal skin. 

Despite the fact that the routine of a large clinic 
necessitates the services of physicians who are only 
part-time dermatologists, the diagnosis of contact 
dermatitis as a disease distinct from fungous in- 
fection was 97 per cent correct. On the other 
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hand, in tinea capitis, in which the diagnosis should 
ordinarily be correct both clinically and culturally 
in 100 per cent of cases, it was impossible to demon- 
strate the fungi in 16 per cent of the patients, 
the result either of mistakes in clinical diagnosis 
or of faulty technic in obtaining laboratory speci- 
mens. 

The trend of dermatological diagnoses has 
changed. Today it is important to use both clin- 
ical and laboratory methods of diagnosis for dis- 
eases of the skin. With improved laboratory tech- 
nic there will be fewer negative findings in mycotic 
infection, especially when the lesions are observed 
by those trained in their clinical recognition. The 
study of mycology in relation to cutaneous and 
systemic affections is of increasing value in the 
diagnosis, prognosis and treatment of these dis- 
eases. 

SUMMARY 


A statistical report is presented on the incidence 
of fungi in cutaneous eruptions at the Dermatologi- 
cal Clinic of the Boston City Hospital from July, 
1938, to July, 1939. 

Positive findings were obtained in 37.6 per cent 
of 476 patients in whom the existence of fungous 
infections was definitely or remotely suspected. 

Two methods of laboratory diagnosis were em- 
ployed: direct microscopical examination and cul- 
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tures. By the former method 73.7 per cent of the 
total positives were obtained, and by the latter 
78.7 per cent. The relative value of the two meth- 
ods depends on the genus of fungus concerned. 
Both should be used in the diagnosis of fungous 
infections. 


The percentage of positive findings varies with 
the different diseases. Tinea capitis, tinea circinata 
and erosio interdigitalis give a high percentage 
of positives, and dermatophytosis a fair percent- 
age. Contact dermatitis has an extremely low per- 
centage, a finding which proves that secondary 
infection with fungi is more or less infrequent. 

The incidence of tinea capitis, most prevalent in 
children, shows a seasonal variation, with a de- 
cline during the summer-vacation months. The 
cases of dermatophytosis decrease during the cold 
months. 

The percentage of positive findings is highest 
in warm weather. 

The 179 fungi comprised seven genera, of which 
the three commonest were Microsporon (41.3 per 
cent), Monilia (21.8 per cent) and Trichophyton 
(18.5 per cent). 

The anatomical distribution of the lesions from 
which fungi were detected was as follows: head, 
29 per cent; body, 19 per cent; upper extremities, 
26 per cent; and lower extremities, 26 per cent. 


REPORT ON MEDICAL PROGRESS 


ABDOMINAL SURGERY 
ArtHur W. M.D.* 


BOSTON 


MAaxY outstanding contributions have been 
made to the field of abdominal surgery dur- 
ing the past year. It will not be possible to discuss 
them all in this review. Some of them need fur- 
ther confirmation to prove their practical value, 
and may be mentioned in a later report. Although 
it will be necessary to consider some of the same 
organs or systems that were discussed in the pre- 
vious report,’ it is believed that this is justifiable 
on the basis of the frequency with which some 
of the conditions are met, and the better under- 
standing that has come about concerning their 
management. Of necessity, such a report must 
be incomplete. 


*Lecturer in surgery, Harvard Medical School; chief of the East Surgical. 


Service, Massachusetts General Hospital, Boston. 


PERITONITIS 


More and more evidence has been collected in- 
dicating that peritonitis of severe and fulminating 
types, when not based on a continued leak into 
the peritoneal cavity from a hollow viscus, should 
in many cases be treated by a conservative regi- 
men. If and when localization of the infectious 
process takes place, the abscess should be drained 
as early as its existence can be reasonably as- 
sured. This is particularly true in_ peritonitis 
associated with appendicitis. Cases appearing 
after full-blown peritonitis has developed from 
appendicitis are more safely treated on a conser- 
vative basis until localization is obvious. The ab- 
scesses —if they develop — should be drained be- 
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fore they have progressed to a point of intra- 
abdominal rupture, since a secondary generalized 
insult to the peritoneal cavity is almost invariably 
fatal. 

Rarely should the appendix be removed during 
the drainage of a localized abscess, but instead, 
secondary appendectomy should be planned at a 
subsequent date. Although of necessity the exact 
time for the removal of the appendix under cer- 
tain circumstances must be variable, there has 
been a considerable tendency toward delaying this 
procedure too long. In some cases it is best to 
remove the appendix before the patient is dis- 
charged from the hospital; in others, the appoint- 
ment for return for this operation should be be- 
tween six and eight weeks after discharge. If 
delay is greater than this, a recurrence of the 
acute process may develop, with resulting second- 
ary abscess formation, which will preclude ap- 
pendectomy at the time of the second entry. 

Various methods of combating acute peritoni- 
tis have been advocated. In early cases one may 
consider seriously the use of Steinberg’s* colibac- 
trogen. It would appear that this product mar- 
shals the immune forces within the peritoneal 
cavity with much greater rapidity than does Na- 
ture. The work of Coller, Ransom and Rife® 
seems to support the efficacy of this agent. A bet- 
ter use for it might be considered when there has 
been gross contamination of the peritoneal cavity 
by accident during an operation on the colon. 
Experimental evidence indicates that this material 
may be of value, and apparently it offers consid- 
erable protection to experimental animals whose 
peritoneal cavities are contaminated purposely by 
the fecal stream. One must be careful, however, 
not to utilize any material of this sort as a sub- 
stitute for carefully planned — two-stage if neces- 
sary—clean abdominal surgery when dealing 
with the colon. Other agents, such as the lyophile 
serum now advocated by Bower,* may prove useful. 
He has presented some evidence that the routine 
use of this serum in peritonitis reduces the mor- 
tality. Confirmation of this work is needed. Sul- 
fanilamide in peritonitis has naturally been tried 
and recommended by some observers; the results 
as yet are not convincing, although further devel- 
opments along this line and with this agent or 
some kindred chemical may prove of great value. 


SUBDIAPHRAGMATIC ABSCESS 


Faxon® has recently reviewed this subject from 
the records of the Massachusetts General Hospital. 
The results of early diagnosis and adequate drain- 
age are very convincing. Approach through the 
bed of the twelfth rib has been rewarded by a 
great lowering of the mortality. As Ochsner and 
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DeBakey’ pointed out in their original description 
of this method of drainage, one must be sure that 
the incision through the bed of the rib is not in 
the oblique direction of the rib but transversely 
to it and opposite the first lumbar transverse 
process. If this precaution is observed one can- 
not enter the pleural cavity by accident. The ad- 
vantages of being able to drain a subhepatic ab- 


-scess by an extension of this incision, as well as 


the common right posterolateral space, are to be 
considered, since a high percentage of all subphrenic 
accumulations occur in these regions. Careful 
X-ray examinations, supported by injections of 
Lipiodol where a sinus is present, make it pos- 
sible to localize the abscess accurately. The trans- 
pleural route of drainage has been attended by a 
much higher mortality than has the lower ap- 
proach. 
Tue System 


There is still considerable controversy concern- 
ing the advisability of immediate or delayed oper- 
ation in acute gall-bladder disease. Evidence has 
been offered that supports both views. Recent 
contributions by Glenn‘ from the New York Hos- 
pital indicate that early operation is associated 
with a lower mortality than is delayed surgery, on 
the basis that a considerable number of gangre- 
nous gall bladders perforate. On the other hand, 
Behrend,® of Philadelphia, offers considerable evi- 
dence that emergency operations on the gall blad- 
der are hazardous, and that if they are under- 
taken the gall bladder should be drained and not 
removed. He believes that generalized peritonitis 
following perforation of the gall bladder is very 
rare, and that the local inflammations which may 
occur following a subacute perforation can be 
adequately treated if a less radical attitude is adopt- 
ed. From the New York Postgraduate Hospital, 
statistical data by Hotz® and Carter, Heyd and 
Hotz’® are of interest. This material has recently 
been summarized by Heyd."* He points out that 
patients who were operated on in the first six hours 
after admission to the hospital had a mortal- 
ity rate double that of those operated on be- 
tween six and twenty-four hours after admis- 
sion. This would indicate that the patients may 
have had the process for a great many hours or, 
at times, days prior to admission. Preoperative 
dehydration seemed to be a definite factor in the 
high mortality. Those patients who had their de- 
hydration combated were in a much better con- 
dition to withstand the operative procedure than 
were those operated on several hours after admis- 
sion. It is interesting that most of the controversy 
which has been carried on has been on the basis of 
when the operation should be done in relation to 
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hospital admission rather than in relation to the 
actual duration of the acute process. A study 
is now being undertaken in order to ascertain, if 
possible, the safety of operation in acute gall- 
bladder disease on the basis of the duration of 
symptoms rather than on that of the hours after 
admission. 


Coller and Jackson,!? of Ann Arbor, have con- 
tributed the results of their study on the dextrose 
tolerance in gall-bladder disease; they believe that 
some cases which have been diagnosed previously 
as hyperinsulinism have, as a matter of fact, been 
those of hypoglycemia due to liver damage. They 
think that the longer acute gall-bladder disease 
exists, the more danger there is to the liver. They 
believe that dextrose-tolerance curves may be very 
valuable in determining the safety of operation, 
and that the sooner the liver is relieved of the 
burden of the inflammatory process of the acute 
gall bladder, the less likelihood there is of a fa- 
tality from liver damage. 

Wilson, of Toronto, has offered a new method 
of repair of an injured common duct. This con- 
stitutes constructing a tunnel in the anterior wall 
of the stomach over a tube, the proximal end of 
which is secured in the stump of the injured com- 
mon hepatic duct. Wilson’s intention was to do 
a second operation in order to establish drainage 
from his new peritonealized tube into the stomach 
itself, but he found that drainage took place spon- 
taneously. I have tried this method in one case, 
establishing the continuity through the gastric 
mucosa at the time of the primary operation. It 
only remains to be seen whether such a tun- 
nel will contract and become as troublesome as 
most of the artificial ducts that have previously 
been made. In another case I cut across the 
jejunum and anastomosed it to the stump of the 
common hepatic duct, re-establishing continuity 
in the jejunum by an end-to-side anastomosis of 
the Roux Y type. This may be a better operation 
when possible, since the peristaltic current is away 
from the liver rather than toward it. I obtained 
the idea of using this type of repair from Whip- 
ple’s'* article on two-stage resection for carci- 
noma of the head of the pancreas or duodenum. 

Every conceivable precaution should be taken 
to prevent injury to the common and hepatic 
ducts during cholecystectomy. I still believe that 
in any gall-bladder operation — where, owing to 
the disease present, to the obesity of the patient 
or to adhesions of the duodenum in this region 
it is difficult to identify accurately the right and 
left hepatic ducts, the common duct and the cystic 
duct, as well as the cystic artery — the gall bladder 
should not be removed from the ducts toward the 
fundus. A_ reverse procedure, using artificial 
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edema in the wall of the gall bladder, will result 
in fewer accidents to the ducts in a large per- 
centage of operations. 


Wallace and I,’* have reported follow-up stud- 
ies on patients with common-duct operations at 
the Massachusetts General Hospital for the last 
nine years. We found that the most reliable in- 
formation, aside from jaundice, to indicate stone 
in the common duct is frequency of attacks. Of 
66 patients who had attacks less than one week 
apart, 60 had stones in the common or hepatic 
ducts at operation, regardless of the size or thick- 
ness of the duct. Among 2088 operations on the 
extrahepatic biliary system in the last nine years, 
775 patients had common-duct explorations — an 
incidence of 37.6 per cent. In the last four years, 
20.7 per cent of these patients had stones in the 
common duct. Patients recorded as having had 
mud or detritus in the ducts were not classified 
with those who had had stones. Of the 775 pa- 
tients with common-duct exploration, 561 had the 
papilla of Vater instrumentated. The average 
dilatation was 7 mm. and was carried out by the 
graduated metal dilators of Bakes.** There were 
no accidents coincident with the passage of these 
bougies through the papilla, such as ascending 
cholangitis, duodenal reflux or fulminating in- 
fection. There has been no evidence of subse- 
quent cicatricial constriction of the duct outlet. 
Four of these patients returned with symptoms 
and had stones removed from the ducts. Of the 
214 patients who did not have instrumentation of 
the papilla, 9 were reoperated on for stone, and 
10 others continued to have symptoms thought to 
be due to stone in the duct or spasm of the sphinc- 
ter of Oddi. 

The dramatic effects of vitamin K on the hem- 
orrhagic tendencies in jaundiced patients have now 
become standardized sufficiently for one to be 
assured of the permanent elimination of fatal hem- 
orrhage in such cases. A synthetic substance in 
the form of a naphthoquinone derivative works 
much more quickly than does vitamin K obtained 
from natural sources, so that patients may be pre- 
pared for surgery much more rapidly. One of 
these synthetic products can be administered par- 
enterally, with effectiveness, according to Stew- 
art.’ In conjunction with the new substance, 
studies are being made regarding the prothrombin 
level in patients bleeding from lesions other than 
those produced by jaundice. In some cases of 
bleeding in ulcerative colitis and hypertrophic 
gastritis, the prothrombin level has been found 
low and the patients have responded to the ad- 
ministration of vitamin K. This substance is al- 
most sure to prove a specific in hemorrhagic dis- 
ease af the newborn. 
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Gastric AND DuopENAL ULCER 


Increasing evidence is being accumulated as a 
warning against the early loss of symptoms and 
even against improvement in the roentgenological 
picture in gastric ulceration, since certain malig- 
nant ulcerations improve in this manner on a 
conservative regimen. Patients with gastric ulcer- 
ation should be closely followed at frequent in- 
tervals until the lesion is entirely healed, else a 
certain number of malignant ulcerations will be 
overlooked. One must not rely on the presence 
of hydrochloric acid in the stomach as a guide 
to the benign character of the ulceration, since 
many cases of carcinoma of the stomach have a 
normal acidity, and occasional cases a high one. 
If a gastric ulceration is followed by the internist 
and roentgenologist at intervals of ten days, a 
decision regarding the need of surgery can be 
made within a month. It is better to resect a 
stomach for a benign ulcer than to overlook an 
ulcer with malignant degeneration. Serial sec- 
tions of many gastric ulcerations will show can- 
cer in small areas. Since this is the most curable 
type of gastric cancer, one should not be disap- 
pointed should the pathologist fail to find malig- 
nant disease in a lesion operated on because it 
had failed to respond as rapidly as one thought it 
should with conservative measures. 


In subtotal gastrectomies for duodenal ulcer, it 
has become evident that one should not leave the 
mucous lining of the antrum of the stomach in 
situ. The presence of many deeply penetrating 
ulcers with marked inflammatory reaction, in- 
volving the head of the pancreas and the region 
of the bile ducts, makes excision of this portion 
of the duodenum hazardous. For this reason, the 
so-called gastrectomy for exclusion has been pop- 
ularized. When Finsterer*® first advocated this 
method of avoiding the extra risk of resecting a 
portion of the duodenum involved in a large in- 
flammatory mass, he believed that if the antrum 
was left the mucosa should be removed from it. 
Other investigators have held the same opinion; 
although, as time has passed, neglect to attend to 
this detail has caused a great many catastrophes. 
The mucosa of the antrum apparently contains 
an acid-activating substance which stimulates an 
excess of acidity from any acid cells remaining in 
the unresected proximal portion of the stomach. 
Jejunal ulcers have been prone to follow this type 
of operation (gastrectomy for exclusion) when 
the entire antrum has been left behind. Ogilvie*® 
calls attention to this fact, and reports a very large 
percentage of jejunal ulcers in a small series of 
exclusion procedures. Graham*® has had a sim- 
ilar experience. I have fallen into the same error, 
much to my regret, and have had to reoperate on 
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a few patients and remove the remaining antrum 
in order to produce permanent alkalinity in the 
proximal segment of the stomach. Incidentally, 
the removal of the mucous lining of the antrum 
makes the closure of the serous and muscular coats 
of this structure very much easier. It is possible 
that there may be an influence on acidity in addi- 
tion to that coming from the mucosa of the seg- 
ment. It is hoped that a series of experiments 
soon to be carried out at the Massachusetts Gen- 
eral Hospital by Dr. Oliver Cope will prove this 
point one way or the other. So far, no patients 
who have had gastrectomy for exclusion plus the 
removal of the mucous membrane from the re- 
maining antrum have developed jejunal ulcer. 


I am impressed with the difficulty of perform- 
ing gastric surgery on fat patients —not that the 
obesity interferes with the technical procedure 
but that the traumatized fatty mesocolon through 
which a posterior anastomosis is made is apt to 
produce a malfunctioning stoma. This is particu- 
larly true in secondary operations for a jejunal 
ulcer, since all these patients have been fed on 
such a high-fat diet that they have large deposits 
of adipose tissue in their mesenteries. A large, 
fat omentum makes it more difficult to perform 
an anterior anastomosis, since the mesentery of 
the jejunum is not long enough to go around 
the omentum and colon without tension. As the 
least objectionable method, I have on occasion 
divided the omentum from its border to the 
colon and brought the jejunum through this 
rent, with satisfactory results. In fat patients who 
have an obstructive lesion of a benign character 
at the pylorus, one should seriously consider pyloro- 
plasty or gastroduodenostomy rather than a pos- 
terior gastroenterostomy. Walters*! has also rec- 
ognized that obese patients with stomach lesions 
require special attention as regards the type of 
anastomosis done, and refers to 11 selected obese 
patients on whom he has operated. 


Malfunctioning stomas are still a burden to any 
surgeon who attempts gastric surgery. Hoag,”* of 
San Francisco, advocates an operation which he 
calls jejunoplasty. This necessitates exposing the 
original anastomosis sufficiently well to do a plas- 
tic procedure on the two limbs of the jejunum. 
This is done, much as in the Finney pyloro- 
plasty, by using the two limbs of the jejunum in- 
stead of the duodenum and antrum of the stom- 
ach. Hoag reports several cases with good re- 
sults, and believes that this procedure is more 
logical than any other yet devised. It may not 
have the hazard of stomal ulcer so common after 
enteroenterostomy, since the alkaline juices are 
not diverted from the line of anastomosis. Abbott 
and Rawson”* describe a two-way tube to be used 
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in all anastomoses between the stomach and intes- 
tine. It has two compartments, one of which is 
supposed to drain the stomach contents to the 
outside by siphonage or suction, while the second 
passes on for quite a distance to the distal limb 
of the jejunum. This method has the advantage 
of enabling one to feed the patient through the 
long tube at an earlier date than one might with- 
out some such provision. The small holes in the 
portion of the tube that remains in the stomach 
are not entirely adequate to keep the stomach de- 
compressed, and vomiting may take place in spite 
of the tube. It is possible that a larger tube with 
larger openings might obviate this disadvantage. 
Abbott and Rawson’s tube may be particularly help- 
ful from the standpoint of early feeding, but one 
very much questions whether it will solve the 
problem of some of the more serious grades of 
malfunctioning stoma. The average malfunction- 
ing stoma will right itself in a period of seven 
to ten days if the serum protein can be main- 
tained at a high level. The blood chemical find- 
ings must be carefully followed, and if there is 
no sign of material passing into the distal limb 
of the anastomosis by the end of ten days, some- 
thing should be undertaken at once in order to 
keep nutrition at a proper level. Personally, I 
have found a jejunostomy for feeding to serve 
this purpose better than any other procedure. This 
must be done by exposing the distal limb of the 
jejunum accurately, either by reopening the orig- 
inal incision or by making a new one sufficiently 
wide for accurate exploration, since it is of the ut- 
most importance to determine the exact loop of 
jejunum best suited to receive a jejunostomy tube. 
Ordinarily, this loop is at a point from 30 to 50 
cm. below the stoma, and should be a coil that 
lies comfortably in the left flank. If one uses a 
No. 16 French whistle-tipped catheter for this 
purpose and holds it in place by two small purse- 
string sutures, the bowel will not be constricted 
sufficiently to interfere with fluid passing by this 
point, nor will there be quite so much danger of 
obstruction from other structures that become ad- 
herent to the area about the operative field. Plac- 
ing a small bit of the left omentum, if it is avail- 
able, between the bowel and the peritoneum is 
advantageous. The catheter should be brought 
out through a small stab wound in the left flank, 
and should have been accurately inserted for one 
third of its length into the distal limb of the 
bowel. Through such a tube one may return the 
aspirations from the stomach, along with desired 
food elements. Many nutritive solutions have 
been advocated, and the only necessary precaution 
is that the formula selected does not produce too 
much diarrhea. The diarrhea can be combated 
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by paregoric added to the feedings, as suggested 
by Graham.” The formula should contain a high 
content of protein, to which has been added a 
sufficient excess of the water-soluble vitamins. Pa- 
tients under this regimen will hold their own, 
and in time the original stoma will function, thus 
furnishing the most ideal conditions for a perma- 
nent result. It is easy to become discouraged in 
some of these jejunostomies for feeding, since the 
patient may not gain in weight and it may be 
dificult to maintain the blood coastituents at a 
normal level. Often about the time one thinks 
that some further operative procedure must be 
done in order to save the patient’s life, the orig- 
inal stoma begins to function, and from that time 
on everything goes well. In 3 of my cases follow- 
ing a jejunostomy twenty-five to thirty-one days 
elapsed before the stoma functioned. 


Anesthesia in gastric surgery is still a debated 
question, and Nupercaine (1:1500) as a spinal anes- 
thetic has gained in popularity. In localities or 
clinics where pulmonary postoperative complica- 
tions are rare, this appears to be the ideal anes- 
thetic. At the Massachusetts General Hospital, 
however, we have found that spinal anesthesia is 
followed by a fairly high percentage of pulmonary 
complications, so that we have continued to use 
novocain local and splanchnic block for gastric 
surgery. In several cases, by injecting a small 
amount of Evipal into the intravenous tube when 
the patient becomes tired or areas difficult to 
reach by local anesthesia are touched, we have 
caused the procedure to go smoothly and with 
little strain on both the surgeon and the pa- 
tient. Also, it might be pointed out that when 
large quantities of novocain are used the bar- 
biturates may be helpful as an antidote; in at least 
one case of novocain poisoning during gastrec- 
tomy, Evipal seemed to be a specific. Therefore, 
it would seem that its careful and guarded use as 
an adjunct to local and splanchnic block is justi- 
fiable. In a fairly large series of gastric operations 
done under local and splanchnic block, there have 
been no postoperative pulmonary sequelae. The 
patients have had a smooth convalescence, and 
few of the minor complications associated with 
general or spinal anesthesia have occurred. One 
death occurred that may have been due to novo- 
cain poisoning. 

One of the most outstanding contributions of re- 
cent date is that of Pfeiffer** on the management 
of gastrojejunocolic fistula. Reasoning that the 
poor nutrition of patients suffering from this con- 
dition was based on the fact that the fecal cur- 
rent came back into the stomach, rather than on 
a food loss due to the direct passage from the stom- 
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ach into the colon, he concluded that if the con- 
tents of the bowel could be shunted proximal to 
the stoma an improvement might be expected and 
a better and safer operative procedure could be 
eventually carried out on the original lesion. The 
results turned out much better than Pfeiffer had 
dared hope; his patients improved and gained 
weight. When a second operation was performed 
on the stoma three months later, the inflammatory 
reaction in the region of the fistula was very 
much less than usual. The shunting is accom- 
plished by means of a complete right colostomy. 
This requires closure ultimately, but is a small 
price to pay for the added protection of a cleaner 
field in which to work. It is possible under these 
circumstances to do a subtotal gastrectomy with 
much greater safety at the time that the fistula 
is corrected. 


CARCINOMA OF THE STOMACH 


Livingston and Pack” have published a small 
monograph on cancer of the stomach which has 
many interesting and surprising statistical tables. 
The authors compare the number of deaths in the 
United States from cancér of the stomach during 
the past fifteen years with those from highway 
accidents. According to their figures, there have 
been 600,000 deaths during this interval from car- 
cinoma of the stomach and 400,000 from highway 
accidents. They have also analyzed the figures 
from all clinics of large size where reports on 
this lesion have been published. The average five- 
year-cure figure for the country is only about 5 
per cent. They point out that unless the effort is 
made no patient can be cured. The risk of gas- 
trectomy may be high, but this is the only pro- 
cedure that offers any chance of cure. Clinics 
with high operative mortality in gastrectomy for 
cancer have on an average more five-year cures 
from this disease than have clinics which show a 
low mortality. This seems to indicate that one 
should resect any stomach invaded by malignant 
disease which can be removed, regardless of the 
size or extent of the lesion, so long as the liver 
and peritoneum are not involved. Involvement 
of the lymph nodes is no contraindication to gas- 
trectomy. 

Parsons and Welch*® have published a subse- 
quent series of cases treated for carcinoma of the 
stomach at the Massachusetts General Hospital. 
They stress the importance of radical surgery for 
early lesions, and point out that of the few pa- 
tients who have had resections for carcinoma in 
situ, all have lived over five years. An interesting 
and disarming feature is that patients who have 
had symptoms of a stomach disorder for one year 
or over have a much better chance for a five-year 
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cure — if resection is possible — than do those who 
have had symptoms for six months or less. In 
other words, the rapidly growing lesion, although 
this may not be evident from pathological classi- 
fication, may be suspected on the basis of duration 
of symptoms. These authors show that the re- 
sectability has been increased from 25 to 35 per 
cent, while the mortality from the operation has 
been reduced from 35 to 25 per cent during the 
second five-year period reported on. They fur- 
ther point out that although there are more pa- 
tients living for longer periods of time in their 
series than in Ogilvie’s,” they have the same per- 
centage of living patients at the end of five years 
as he reports. One may well criticize palliative 
gastrectomy for cancer. The occasional cure and 
the frequently long respite as well as the psycho- 
logical effect on the patient are important. Pa- 
tients who have survived gastrectomy for cancer 
and die of recurrence have a more comfortable 
exitus than do those who die of starvation and 
nausea with the cancer unremoved. 

So far, 38 total gastrectomies have been done at 
the Massachusetts General Hospital for cancer. 
These are discouraging Cases in that the operative 
mortality was high and all the other patients even- 
tually died of their disease. However, many long 
respites were obtained, and a more comfortable 
exitus for those who survived the procedure. 

Clute and Albright** have contributed a very 
important modification of the incision for high 
gastrectomy. They advocate a hockey-stick inci- 
sion which goes across the lower costal cartilages 
to the left of the midline. By dividing the costal 
cartilages, one gets a much better exposure of the 
region of the lower esophagus and diaphragm. We 
have found this type of incision extremely help- 
ful in these high procedures. 


Acute INTESTINAL OBSTRUCTION 


McKittrick and Sarris*® have just reported the 
fourth series of cases with acute small-bowel ob- 
struction from the Massachusetts General Hos- 
pital. The entire forty-year period has been re- 
viewed; the three previous decades were reported 
by Scudder,*® Richardson** and Mclver.*? The 
use of the Miller-Abbott tube in acute intestinal 
obstruction was critically reviewed in the most re- 
cent report. It was interesting to note that in all 
cases with acute small-bowel obstruction oper- 
ated on within the first twenty-four hours of 
the disease, there were no deaths. The mor- 
tality rose sharply during the second twenty-four 
hours and reached 22 per cent. They state that, 
after forty-eight hours, it is obvious that more 
people will survive if a temporary conservative 
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regimen of intubation and emptying of the upper 
gastrointestinal tract is carried out. Patients thus 
become, after a period of twenty-four to seventy- 
two hours, better operative risks. McKittrick and 
Sarris recommend that a Miller-Abbott tube be 
passed as soon as a patient with acute small- 
bowel obstruction enters the hospital; a flat plate 
of the abdomen should then be taken in order to 
determine, if possible, the approximate location of 
the obstruction. If the patient has had symptoms 
for twenty-four hours or less, immediate opera- 
tion should be undertaken. If symptoms have ex- 
isted for forty-eight hours or more, conservative 
measures should be adopted. During the opera- 
tion it is essential that continuous suction be ap- 
plied to the Miller-Abbott tube, as the contents 
from the upper small bowel may continue to pass 
back into the stomach. This eliminates the dan- 
ger of aspiration of stomach contents during anes- 
thesia. The tube is left in place and kept there 
until the intestinal current is completely re- 
established. In patients operated on in the later 
stages, if the small bowel can be fairly decom- 
pressed by the Miller-Abbott tube prior to oper- 
ation the hazard of operation is greatly reduced. 
As stated in the progress report’ for last year, 
the use of iced drinks, as suggested by Dr. George 
W. Holmes, aids materially in getting the end 
of the tube through the pylorus. 


ForeicN BopiEs IN THE GASTROINTESTINAL TRACT 


DeBakey and Ochsner**® have made an exhaus- 
tive study of foreign bodies within the intestine. 
They divide these into bezoars caused by the in- 
gestion of hair, those produced by concretions — 
such as shellac—and another interesting type 
which they find very prevalent in the South and 
which is due to the ingestion of the fibrous por- 
tion of the persimmon — apparently the _parti- 
cles gather in a bolus which completely obstructs 
the lumen of the bowel. These authors also men- 
tion other forms of foreign bodies which produce 
obstruction, including masses of round worms. 
Gallstones may erode into the lumen of the bowel 
and produce the so-called gallstone ileus. It is 
generally the rule that these foreign bodies in 
themselves are not large enough to produce in- 
testinal obstruction, but as they pass through the 
gastrointestinal tract become coated with solid 
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fecal matter; this often produces a concretion of 
sufficient size to cause obstruction. The com- 
monest site of obstruction from foreign bodies is 
in the terminal ileum, since the small bowel gradu- 
ally becomes narrower as the ileocecal valve is ap- 
proached. 


264 Beacon Street. 
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CASE 26071 
PRESENTATION OF CASE 


twenty-five-year-old unmarried woman was 
admitted to the emergency ward complaining of 
abdominal pain of twenty hours’ duration. 


The patient stated that she was perfectly well 
during the day preceding admission; she ate a 
hearty meal at 4 p.m. and then attended the 
cinema. Soon after returning home, however, at 
11:00 p.m. she noticed the gradual onset of gen- 
eralized, constant, abdominal pain which occurred 
with cramp-like exacerbations, and became stead- 
ily worse. At 3 a.m. she called her physician who 
prescribed pills “to make her vomit.” This was 
successful in that she did vomit one hour later, 
with but slight relief. The pain continued un- 
abated throughout the day of admission, but grad- 
ually became less severe in the afternoon a few 
hours before entry. The pain was then described 
as being steady, in the lower abdomen, sometimes 
more severe on the right side, sometimes on the 
left. 

Her last catamenia began three days before 
admission, lasted only thirty-six hours, and ended 
twenty-four hours before the onset of the present 
illness. Characteristically her periods were regu- 
lar, occurred once every twenty-six to twenty- 
eight days, and usually lasted one week without 
dysmenorrhea. Prior to the last period there had 
been no previous aberration either in time, length 
or amount of flow. Bowel movements were de- 
scribed as being normal both before and during 
the present illness. There were no other symp- 
toms. The family and past histories were non- 
contributory. 

Physical examination revealed a well-developed 
and nourished woman who was experiencing acute 
abdominal discomfort. The abdomen was very 
slightly distended and tympanitic throughout, with 
slightly increased peristaltic sounds. There was 
tenderness with muscle spasm more marked in 
the lower abdomen, especially on the right. Both 
the vagina and rectum were diffusely tender. No 
masses or fluid was noted. The heart and lungs 
were normal, and the remainder of the physical 
examination negative. The blood pressure was 124 
systolic, 76 diastolic. 
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The temperature was 98°F., the pulse 110, and 
the respirations 25. 

Examination of the urine was negative. The 
blood was normal except that there was a leuko- 
cytosis of 30,700. 


A laparotomy was performed soon after admis- 
sion. 


DIFFERENTIAL DIAGNOSIS 


Dr. Frep A. Simmons: The first impression one 
gets from reading this history is that it was a 
surgical case and that the patient had an acute 
lesion in the abdomen, probably on the basis 
of ectopic gestation or appendicitis, both of which 
would demand operative interference. When one 
goes over the case again, however, the impor- 
tant findings are limited, I believe, to the fact 
that we have a twenty-five-year-old woman with 
abdominal pain and tenderness, a slightly rapid 
pulse and a markedly elevated white-cell count. 
In the absence of facts which do not appear in 
this record, one wonders why this patient needed 
to be operated on. I think if I had been called 
to see her or to discuss the case on the telephone 
without the advantage of my own physical ex- 
amination, I should have said that she might have 
been observed for a while. I suppose it is fair 
to assume that the temperature was rectal because 
that is a routine procedure in the Emergency 
Ward. That might give some evidence that the 
patient was in shock. The pulse was slightly 
elevated and the respirations were elevated, find- 
ings which might give us an inkling that she was 
experiencing air hunger. The problem, assum- 
ing that it is a surgical emergency, resolves into 
two possibilities: sepsis in the peritoneal cavity and 
blood in the peritoneal cavity. 


The past history of gastrointestinal symptoms 
is not contributory unless it rules out the pos- 
sibility of her having had a gastrointestinal con- 
dition, with which I include appendicitis. She 
might have had a twisted ovarian cyst; this could 
account for the rapid pulse and the high white- 
cell count, but I should also expect fever. She 
might have had a ruptured dermoid cyst, which 
could have resulted in shock from the sudden 
discharge of necrotic material into the abdominal 
cavity. I am going to rule out gastrointestinal 
disease. If the history is correct, she might have 
had an ectopic gestation, with the menstrual pe- 
riod limited to thirty-six hours instead of one 
week. The history of the attack may be in- 
accurate and the menstrual history may not be 
a fact, but I am going to rule out ectopic ges- 
tation in favor of a bizarre diagnosis, one I 
have not seen diagnosed preoperatively; perhaps 
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it is hazardous to make it. I believe that this girl 
who is unmarried and twenty-five and who, in 
my opinion, has blood in the abdominal cavity, 
had a chocolate endometrial cyst, which had be- 
come distended in association with menstrual flow 
and had eventually ruptured, thus resulting in 
a pelvis, if not an abdomen, full of bloody fluid. 

Dr. Fiorrnvo A. Simeone: There is one bit 
of information, not in the record, which would 
have helped support Dr. Simmons’s contention. 
We tapped the abdomen with an aspirating needle 
and obtained a few drops of bright-red blood. 
We were not certain this was coming from the 
peritoneal cavity, but we were reasonably certain 
there was no general peritonitis. She was oper- 
ated on for the possibility of acute appendicitis 
or active bleeding into the peritoneal cavity. 


She did have a ruptured left ovarian cyst, which 
we removed at operation. There was both clotted 
and free blood in the pelvis, indicating both old 
and recent bleeding. 


CuInicaL DIAcGNosis 


Acute appendicitis? 
Hemoperitoneum ? 


Dr. Simmons’s DiAcnosis 


Ruptured chocolate (endometrial) cyst of ovary, 
with hemoperitoneum. 


ANATOMICAL DIAGNOsIS 


Hemorrhagic pseudomucinous cystadenoma of 
the ovary, with spontaneous rupture. 


PaTHOLocicaL Discussion 


Dr. Tracy B. Mattory: The cyst in question 
was lined with tall columnar epithelium, of the 
type we see ordinarily with a pseudomucinous 
cyst. The hemorrhage was obviously very fresh, 
with no changed or blackened blood such as is 
seen in a chocolate cyst. So I think we can rule 
out endometriosis. Why a pseudomucinous cyst 
should have hemorrhage into it and should have 
ruptured spontaneously, I cannot answer. The 
ovary as a whole was not infarcted, so that I do 
not believe there could have been a twisted pedicle. 
All that we can say is that she had a spontaneous 
rupture of an adenocystoma of the ovary. 


Dr. Francis T. Hunter: Was there quite a 
bit of hemorrhage? 

Dr. StmEonE: We estimated about a pint of 
blood, a large part of which was clotted. 

Dr. Hunter: I should like to mention a test 
devised by Dr. Raymond H. Goodale, of Wor- 
cester, which is helpful in the question of bleed- 
ing into the abdominal cavity. He finds that if 
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blood is taken in a dry syringe, preferably in dupli- 
cate from both antecubital veins, the normal in- 
dividual’s serum diluted to 1:17 no longer gives 
a positive guaiac test. If a lot of blood is be- 
ing absorbed in the abdominal cavity, the test 
may be positive up to 1:50. The same may oc- 
cur if there is much trauma or bruising. 

Dr. Epwarp B. Benepict: You can also diag- 
nose hemoperitoneum very easily with the peri- 
toneoscope. 


CASE 26072 
PRESENTATION OF CaAsE 


A fifty-nine-year-old married Greek salesman 
was admitted complaining of backache and paraly- 
sis of the legs. 

The patient had been perfectly well until two 
weeks prior to admission, at which time quite 
severe backaches developed in the lower dorsal and 
upper lumbar spine. There were no sharp pains, 
and the pain radiated to both sides. A diagnosis 
of “lumbago” was made, and the back strapped on 
two occasions without effect. About five days 
before entry the patient began to notice weakness 
in both legs, which rapidly progressed during the 
next three days to complete paralysis of both lower 
extremities. Numbness was present in both of 
them. He became unable to void but at no time 
had been incontinent. There was no history of 
trauma. He had always been constipated, but of 
late the constipation had increased to such an ex- 
tent that cathartics were required. On a few oc- 
casions he had passed black stools, but no gross 
blood. The patient had had no headaches, ver- 
tigo, syncope or eye symptoms. He had not lost 
weight. 

He was born in Greece but had lived in the 
United States for forty-five years. He had not 
been exposed to tuberculosis. 

Physical examination revealed a well-developed 
and nourished man in no distress but unable to 
move his legs. The chest examination was nega- 
tive. The blood pressure was 130 systolic, 85 
diastolic. Abdominal and rectal examinations 
were negative. Examination of the spine was neg- 
ative except that the patient complained of pain 
on motion in the region of the third and fourth 
lumbar vertebrae. Both lower extremities were 
without motor power. The knee jerks were ac- 
tive but not hyperactive. Scratching of the feet 
caused a mass reflex. The Babinski signs were 
weakly positive, and the cremasteric reflexes were 
absent. The upper abdominal reflexes were pres- 
ent, the lower ones absent. Sensation was absent 
over the legs and thighs to just above the groin 
in front and below the first lumbar nerve in back. 
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The bladder was paralyzed, and the anal sphincter 
weak. 

The temperature was 98.6°F., the pulse 80, 
and the respirations 18. 

Examination of the urine was negative. The 
blood showed a red-cell count of 4,040,000 with 
75 per cent hemoglobin, and a white-cell count of 
11,500 with 89 per cent polymorphonuclears, 7 per 
cent lymphocytes, 3 per cent mononuclears and 1 
per cent eosinophils. The nonprotein nitrogen 
of the serum was 30 mg. per 100 cc., and of the 
whole blood, 43 mg. A blood Hinton test was 
negative. A lumbar puncture showed an initial 
pressure of 120 mm. of water, no rise occurring 
even with combined jugular pressure. The spinal 
fluid was xanthochromic and contained 1 lympho- 
cyte and 14 red cells per cubic millimeter. The 
total protein was 618 mg. per 100 cc., and the 
gold-sol curve 2255554422; the Wassermann test 
was negative. 

An x-ray of the dorsal and lumbar spine showed 
extensive spur and bridge formation about the 
margins of the bodies of the dorsal and upper 
lumbar vertebrae but no evidence of bone destruc- 
tion. Lipiodol injected into the lumbar canal 
met a complete block opposite the body of the 
twelfth dorsal vertebra. The filling defect was 
an irregular point, more pronounced on the pos- 
terior and right sides. There was a questionable 
irregularity of the pedicle of the twelfth dorsal 
vertebra. X-ray films of the chest were negative. 

On the third hospital day an operation was per- 
formed. 


DIFFERENTIAL DIAGNOSIS 


Dr. J. J. Micuetsen: Applying the old rule, | 
shall first try to determine the site of this lesion. 
We are told by the patient that there was weak- 
ness in both legs which progressed rapidly to com- 
plete paralysis. On examination this was con- 
firmed. There was a complete paraplegia of the 
legs. This paralysis was of the upper-motor- 
neuron type. There were positive Babinski signs 
and marked weakness, findings which indicate 
that the spinal centers for the leg movements 
were released from the cerebral control of the 
fibers carried in the pyramidal tracts. Other sig- 
nificant signs were the absence of lower abdominal 
reflexes, the presence of the upper ones and a 
sensory level, presumably for all forms, at the 
first lumbar segment. On the basis of these motor 
reflex and sensory disturbances, the lesion ought 
to be localized in the cord at the twelfth thoracic 
segment. There seems to be a complete transec- 
tion of the cord at that level. Bladder paralysis, 
which is a sign of complete transection at any 
level, furnishes additional evidence for that pre- 
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sumption. Weakness of the anal sphincter cannot 
very well be explained on that basis and may be 
caused by some other process not related to the 
lesion here. The history also tells of constipa- 
tion rather than of the fecal incontinence that 
would ordinarily go with weakness of the sphincter. 
But this point is of minor importance. 

Surprisingly, the x-ray findings after the injec- 
tion of Lipiodol do not seem to confirm the clini- 
cal localization. There was a complete block op- 
posite the bedy of the twelfth thoracic vertebra, 
the filling defect more pronounced on the posterior 
and right sides. This is a two-fold discrepancy. 
The levei of the Lipiodol block was lower than 
that of the transection, and the block was more 
pronounced on the right side, a point which did 
not come out in history or findings. The level 
of the block corresponds with the upper sacral 
cord segments while the transection has to be lo- 
calized at the twelfth thoracic segment opposite 
the ninth thoracic vertebra. 

What type of lesion could give a mechanical 
block at one level and transection of the cord at 
another? The commonest lesions causing a com- 
plete block are tumors. There are intradural and 
extradural tumors. Intradural tumors arise within 
or outside the cord. The inconsistency of clini- 
cal and Lipiodol signs in this case may be in favor 
of such a lesion. In the pre-Lipiodol era the 
mistake of localizing a tumor too high was often 
made in intradural lesions. But everything 
else in our case is against this diagnosis. Even 
if for some reason or another the sensory examina- 
tion could not be done accurately enough to bring 
out dissociation of the different types of sensation, 
the history suggests that this diagnosis is not cor- 
rect, inasmuch as a fairly acute onset is very un- 
usual in cases with intradural tumors. The com- 
plaints about pain did not seem to correspond 
to segmental distribution, so intradural tumors 
within and outside the cord probably can be ruled 
out. 

Extradural lesions that cause block may arise 
from the dura, the structures in the epidural space 
or the vertebrae. There was vertebral disease in 
this case,— extensive spur and bridge formation 
about the margins of the bodies of the dorsal and 
upper lumbar vertebrae, — but this spondylitis de- 
formans cannot explain the neurological picture. 
There was no bone destruction. This rules out 
tuberculosis, osteomyelitis, syphilitic lesions of the 
vertebra and, particularly, tumor metastases. One 
point in the history should be mentioned; namely, 
that the patient had passed black stools on a few 
occasions. However, gastrointestinal cancers very 
rarely metastasize into the vertebrae; the common 
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primary tumors which do this are those of the 
breast, prostate and thyroid gland. On top of that 
the history tells us that the patient had not lost 
weight, and this would not fit into the picture 
of a tumor of the gastrointestinal tract with metas- 
tases to the spine. 


Could it be a lesion of the epidural space? This 
was my first impression, and it still seems to me 
to be the best bet. This was based on certain fea- 
tures in the history and the inconsistency of the 
clinical findings and the Lipiodol block. Epidural 
lesions are apt to give a fairly rapid progression 
of symptoms. They extend farther up and down 
than do other tumors, and may cause circulatory 
disturbances with symptoms distant from the 


site of the block. 


Epidural lesions which may cause block are 
tumors and inflammatory processes. In children 
the commonest tumor is sarcoma. In adults we 
look for granulomas, myelomas, hypernephromas 
and tumors due to echinococcus disease. The in- 
fectious tumors are tuberculous, syphilitic and pyo- 
genic in nature. There is little evidence in the 
history and findings to support the diagnosis of 
any one of these, with one exception. Possibly the 
blood picture will give us a lead. The white count 
was increased, and there was a polymorphonu- 
cleosis. Since there was no evidence of systemic 
infection, these changes in the blood picture may 
indicate that the process in the epidural space was 
of pyogenic origin. On this basis we come to a 
diagnosis of an epidural abscess, and indeed the 
history and some of the findings are consistent 
with this diagnosis. Occasionally, epidural ab- 
scesses occur without any preceding bone or sys- 
temic infection. This patient’s story of pain could 
be quite typical; pain on motion is consistent, but 
whether or not there was tenderness is not men- 
tioned. There was no increased temperature, and 
no leukocytosis in the spinal fluid — both factors 
somewhat against this diagnosis. 

Summarizing, I should say that this case pre- 
sented a clinical picture of transection of the cord 
at the twelfth thoracic segment and a Lipiodol 
block at the upper sacral segments caused by an 
epidural lesion. The type of this lesion cannot 
be determined with accuracy. Some features are 
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consistent with an epidural abscess; others are 
not. Another distinct possibility is epidural tumor. 


Cuinicat Dracnosts (PREOPERATIVE) 


Extramedullary malignant tumor, compressing 
the cord at the twelfth thoracic segment. 


Dr. MicHELsENn’s Dracnosis 


Epidural disease with transection of the cord: 
Epidural abscess? 
Epidural tumor? 


ANATOMICAL DIAGNosIS 


Plasma-cell myeloma of eleventh thoracic ver- 
tebra, with intraspinal, epidural extension. 


PATHOLOGICAL DiscussION 


Dr. Tracy B. Mattory: Opinion on the wards 
was in essential agreement with that of Dr. 
Michelsen. It was believed that the patient had a 
transverse myelitis due to pressure from some 
intraspinal but probably extradural mass. Al- 
though the probabilities seemed somewhat in favor 
of a tumor, the failure to demonstrate positive evi- 
dence of cancer locally or elsewhere in the body 
made exploration obligatory. Dr. James C. White 
centered his operation at the level of the eleventh 
thoracic vertebra. As soon as the laminae were 
exposed it was evident that they had been exten- 
sively infiltrated by tumor. The right one in par- 
ticular was very soft and rongeured away with 
extreme ease to reveal a dense plaque of tumor 
tissue covering the dura. A frozen section was 
reported “highly malignant tumor, probably car- 
cinoma.” Further exploration showed extension 
of the tumor in both directions; hence the laminae 
of the tenth and twelfth thoracic vertebrae were 
removed in order to give adequate decompres- 
sion, and a portion of the tumor was cut away. 
There was no intradural extension. Better sec- 
tions from the fixed material showed that the 
tumor was a plasma-cell myeloma rather than 
metastatic carcinoma. Following operation, x-ray 
treatment was instituted, though with little op- 
timism since most myelomas are relatively radio- 
resistant. Up to the time of his transfer to a 
cancer hospital there had been no detectable im- 
provement. 
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PREMARITAL EXAMINATIONS 


A premarital blood test for syphilis is a valuable 
procedure of modern preventive medicine. If posi- 
tive, it serves to prevent infection of the prospec- 
tive partner and provides an opportunity for ade- 
quate treatment of the infected individual, thus de- 
creasing the possibility of bearing syphilitic chil- 
dren and of the later development of serious forms 
of the disease. A law to compel this procedure 
should not be necessary, but seven states have so 
legislated. That these laws have resulted in the 
discovery of 3300 cases of syphilis is indicated in 
an article by Dr. R. A. Vonderlehr in this is- 
sue of the Journal. The fact that by this discov- 
ery many individuals have been prevented from 
having the disease amply justifies the procedure. 
Such laws have engendered much discussion, and 
an able presentation of both sides of the question’ 
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has recently appeared in the Journal of the Ameri- 
can Medical Assoctation. 

But the blood test alone is not enough. There 
is need for equal emphasis on physical examina- 
tion, for the blood may not be positive in the early 
and infectious lesions of the primary stage, in cer- 
tain partly treated cases or in the late stages of 
the disease. At the same time, evidence of the 
reliability of blood tests for syphilis is accumulat- 
ing. Dr. Vonderlehr points out that modern sero- 
logical tests properly performed will detect from 
80 to 90 per cent of all cases of syphilis, with a 
very small percentage of false positives. The per- 
fection of these tests has been largely due to the 
efforts of the Committee on Evaluation of Sero- 
diagnostic Tests for Syphilis, which has conducted 
evaluation tests since 1935. It is vitally important 
that such tests be performed in all laboratories 
in accordance with the highest standards of ex- 
cellence, which demand strict adherence to proved 
technics. To accomplish this object the United 
States Public Health Service has published a 
manual of revised technics.’ In this handbook 
the originators of the tests have prepared detailed 
directions of how to conduct these procedures. 


As with any laboratory procedure, physicians 
must interpret the report, realizing that a single 
positive report does not always mean syphilis and 
that a single negative report does not exclude 
syphilis. There should be an adequate physical 
examination, and a re-checking of all those with 
positive reports or with a history or manifestations 
suggesting syphilitic infection. Adequate provision 
for the follow-up of such individuals is essential 
for complete success. 

Premarital-blood-test laws will undoubtedly be 
enacted in other states in response to public de- 
mand. It is imperative that physicians and the 
public-health authorities develop the necessary 
measures for the control of conjugal and con- 
genital syphilis so that the individual and the 
community may reap the fullest benefits of medical 
knowledge accumulated over a period of years, 
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A STUDY OF ALCOHOLISM AND 
ITS ASSOCIATED PSYCHOSES 


Last fall, the Research Council for the Ad- 
vancement of Science approved a program for 
attacking the problem of alcoholism and the psy- 
choses incident thereto. Grants of financial aid 
for this movement have been made by three organ- 
izations: one by the Carnegie Corporation for 
a survey of all work done to date on the effects 
of alcohol on human beings, sponsored by the De- 
partment of Psychiatry of the College of Medicine 
of New York University, and under the super- 
vision of Dr. Norman Jolliffe; another by the 
American Philosophical Society for a study of the 
toxic factors of alcoholism, to be conducted at 
the New York Psychiatric Institute under the 
direction of Dr. George A. Jervis; and the third 
by the Dazian Foundation for Medical Research 
to carry forward research work on the role of 
alcohol in liver cirrhosis, which will be performed 
at the College of Medicine of New York Uni- 
versity. These studies will continue through 1941 
and are designed to fill any gaps in investigations 
hitherto conducted and to stimulate further re- 
search in the problems involved. The informa- 
tion acquired will be published after the comple- 
tion of these studies. 

Dr. Karl M. Bowman, chairman of the coun- 
cil and director of psychiatry at Bellevue Hos- 
pital, has pointed out that the long-range objec- 
tive of the council is to discover the etiology of 
alcoholism and better methods for its prevention 
and treatment. He believes that this disease and 
the incidental psychoses constitute one of the great 
public-health problems of modern times, particu- 
larly because no systematic attack on this menace 
to health comparable with those relating to tuber- 
culosis, cancer, syphilis and heart disease has been 
attempted. 

Since alcoholic beverages of one form or another 
will always be demanded by the inhabitants of this 
country, since they are now generally procurable 
and since voluminous advertisements of the dis- 
tillers and brewers are alluring, existing conditions 
present a challenge to preventive and therapeutic 
medicine, for it is generally acknowledged that al- 
cohol, where improperly used, has toxic properties. 
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Social, economic and political questions relating 
to the use of alcohol have been topics for discus- 
sion since the early history of mankind but are 
not included in the program outlined by the coun- 
cil. In 1932 a book was published under the title 
of Alcohol and Man. This was edited by Haven 
Emerson, M.D., Henry A. Christian, M.D., Reid 
Hunt, M.D., Arthur Hunter, LL.D., Charles C. 
Lieb, M.D., Walter R. Miles, Ph.D., and Ernest G. 
Stillman, M.D. It was regarded as the last word 
on the subject from a medical standpoint and was 
intended to consider many of the problems included 
in the plan of the new council. Articles in this 
book were contributed by three of the editorial 
group and twenty others, including practitioners, 
pathologists, psychiatrists and statisticians, all hold- 
ing important positions in their respective fields. 
Even so, the progress of medicine has been so 
rapid in recent years that it is reasonable to expect 
that up-to-date contributions to the recorded facts 
and conclusions of six years ago may increase our 
knowledge and lead to organized efforts directed 
toward the prevention and control of alcoholism. 
That it is a matter of vital concern is beyond 
doubt. The Journal has published articles relat- 
ing to the problem from time to time, thus demon- 
strating an appreciation of its importance and a 
concern in the sentiment that it should be dealt 
with through a well-organized public-health pro- 
gram. 


MEDICAL EPONYM 


Barany TEST 


The caloric test was described by Robert Bardny 
(1876 - 1936), then assistant to Adam Politzer in 
the otological clinic at the Royal University in 
Vienna, in an article entitled “Untersuchungen 
iiber den vom Vestibularapparat des Ohres re- 
flektorisch ausgelésten rhythmischen Nystagmus 
und seine Begleiterscheinungen [Studies in the 
Reflex Rhythmic Nystagmus and Accompanying 
Phenomena following Stimulation of the Vestibular 
Apparatus of the Ear]” published in the Monats- 
schrift fiir Ohrenheilkunde (40: 193-297, 1906). 
The translation of a portion of the article is as 
follows: 

I have systematically investigated the nystagmus oc- 
curring when the ears are syringed, and have observed 


several previously unknown effects. I use only Hart- 
mann’s attic syringe, introducing it close up to the in- 
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tact drum, or if the drum is perforated, directly into 
the perforation, or where total destruction exists as the 
result of radical operation, clear up to the wali of the 
labyrinth. The water to be used is drawn into a 
No. 110 Politzer bag, the temperature having been 
noted. The bag is connected with an attic syringe by 
means of a rubber tube 75 cm. in length. The syringe 
having been introduced into the canal, it is held in 
place with one hand, and the patient’s face is turned 
toward the operator. An assistant compresses the bag. 
The phenomena which I have observed are as follows: 
If the right ear is syringed with water lower than 
body temperature while the head is held erect, there 
occurs a nystagmus to the left, predominantly rota- 
tory, but nearly always with a horizontal component. 
This is strongest when the eyes are directed toward 
the left; weakest toward the right. This nystagmus 
occurs when the vestibular apparatus is intact, even 
when the drum is unbroken. The lowest temperature 
required was 12°C. The nystagmus lasts for about one 
and one-half to two minutes. If water warmer than 
body temperature is used, nystagmus occurs in a direc- 
tion opposite to that following the injection of cold 
water. That is, on syringing the right ear, nystagmus, 
predominantly rotatory, is directed to the right and is 
most marked when the eyes are turned right. With 
intact drums, however, nystagmus, even after the high- 
est tolerable temperature (51°C.), is often not very 


marked. 
R. W. B. 
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SECTION OF OBSTETRICS 
AND GYNECOLOGY* 


Fara. Sepsis FoLLowinc 
NorMat DELIVERY 


Mrs. K., a twenty-four-year-old primipara, en- 
tered the hospital in labor on February 8, 1934. 
Owing to language difficulties, no history what- 
ever was obtained. She had apparently received 
no antepartum care. 

Examination showed a well-developed and nour- 
ished woman. The temperature was 98.4°F., the 
pulse 82. The blood pressure was 110 systolic, 
60 diastolic. The heart sounds were clear and 
regular; there were no murmurs. The lungs 
were clear throughout and of uniform resonance. 
The pregnancy appeared to be at full term, with 
the fetus lying in an OLA position. The fetal 
heart rate was 142, and the sounds were clear 
and regular. Rectal examination showed the os 
one finger dilated and the head well engaged. 

Labor progressed rapidly to a normal delivery 


*A series of selected case histories by members of the section will be 
published weekly. Comments and questions by subscribers are solicited 
will be discussed by members of the section. 
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four hours later. The baby, a girl weighing 7 
pounds, 8 ounces, was in good condition. The 
placenta was expressed twenty-five minutes la- 
ter; some difficulty was experienced in deliver- 
ing the placenta, but it appeared to be intact on 
examination. The uterus contracted well, and 
there was no excessive bleeding. 


The first three days of the puerperium were 
uneventful. The temperature remained normal, 
and the pulse rate never rose above 84. On the 
evening of the third day the temperature rose to 
100.0°F. The patient complained of a cough and 
a little pain in the right chest. Examination 
showed nothing to account for the symptoms. 
There was some dysuria, and examination of a 
catheter specimen of urine was done, which 
showed a slight trace of albumin, a slight reac- 
tion of Benedict’s solution and a sediment con- 
taining innumerable pus cells. The temperature 
remained elevated. The blood showed a white- 
cell count of 22,000. Physical examination was 
negative; there was no tenderness over the kid- 
neys. Urinary antiseptics were given, but with- 
out effect on the temperature. 

On the seventh postpartum day the patient 
passed several blood clots and the lochia became 
somewhat foul; there was also a piece of tissue 
which resembled decomposed placenta. The 
temperature, however, showed no downward 
tendency following the expulsion of this material. 

On February 17, nine days post partum, the 
temperature was 102.4°F., the pulse 102, the hemo- 
globin 35 per cent, the red-cell count 1,500,000, 
and the white-cell count 18,000. A blood culture 
was taken and yielded Streptococcus haemolyticus. 
The lochia was still slightly foul and a small 
piece of macerated placenta was removed from 
the cervix. The uterus was somewhat subinvo- 
luted, but the vaults were free. A transfusion of 
500 cc. of citrated blood from a compatible donor 
was given. Following transfusion, both temper- 
ature and pulse dropped. The temperature re- 
mained normal for forty-eight hours, and the 
pulse was below 100. 

On the twelfth postpartum day the tempera- 
ture again jumped to 103.4°F. The white-cell 
count was 36,000, and the red-cell count 1,660,000. 
A second transfusion of 500 cc. of citrated blood 
was given. The following morning the temperature 
dropped to normal but rose to 105.0°F. in the eve- 
ning and never again fell below 102.0. The pulse 
rose steadily, and the general condition declined. 
Vomiting occurred, and distention appeared. Dai- 
ly intravenous administrations of glucose were 
given to keep up the body fluids. The patient 
failed steadily, became delirious and later coma- 
tose. The pulse could not be felt a few hours 
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before death on February 25, seventeen days post 
partum. There was no autopsy. 


Comment. This is an interesting case of proved 
hemolytic streptococcus infection. It did not ap- 
pear quite so early after delivery as such infec- 
tions usually do. In view of the fact that some 
placental tissue was retained, it is barely possible 
that the infection was superimposed. The ap- 
pearance of pus in the urine, in view of the 
positive blood culture, is suggestive of a renal 
infection of hematogenous origin. The uterus was 
left alone; the patient was treated very conserva- 
tively. Because of the marked anemia two trans- 
fusions were given. One does not expect that 
a high temperature will drop to normal and 
remain so for forty-eight hours from transfu- 
sion alone. Probably the drop in temperature 
following the second transfusion was merely 
characteristic of the infection and had nothing 
whatever to do with the transfusion itself, as the 
temperature immediately rose to 105.0°F. and re- 
mained elevated until death. Chemotherapy — 
the use of sulfanilamide — might have been cura- 
tive. There is no record that a uterine culture 
was taken, but in the presence of retained and in- 
fected placental tissue the inference is that the 
infection entered through the uterus. 


ANNUAL PRIZE FOR INTERNS 


The attention of interns in Massachusetts hospitals is 
called to the fact that a prize of $50.00 has been offered 
by the Massachusetts Medical Society for the best written 
and most comprehensive case report submitted by one of 
their number holding an internship in any Massachusetts 
hospital which is approved by the American Medical As- 
sociation for intern training during 1938-1940. 

This report is to be typewritten, and when completed 
is to be sealed, unsigned, in a plain envelope, which in 
turn is to be placed together with a separate slip bearing 
the name and address of the contestant, in a larger en- 
velope, and sent to: Committee on Medical Education 
and Medical Diplomas, Massachusetts Medical Society, 
8 Fenway, Boston. 

The contest this year closes May 5, 1940. Reports may 
be submitted at any time prior to that date. 


DEATHS 


CHENEY — Rosert C. Cueney, M.D., of Boston, died 
February 8. He was in his forty-sixth year. 

Born in Brookline, the son of Dr. Frederick E. Cheney, 
he attended Noble and Greenough School and Harvard 
University and received his degree from the Harvard 
Medical School in 1919, He served internships at the 
Massachusetts General Hospital and the Massachusetts 
Eye and Ear Infirmary. 

Dr. Cheney was a fellow of the Massachusetts Medical 
Society, the American Medical Association and the New 
England Ophthalmological Society. 

His widow, his mother and a brother survive him. 
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THOMPSON — Cuartets A. THompson, M.D., of New-- 
ton, died February 3. He was in his sixty-eighth year. 

Born in Upper Sackville, New Brunswick, he received 
his degree from the College of Physicians and Surgeons, 
of Baltimore, and took a postgraduate course at the Har- 
vard Medical School before he started practice. 

He was a member of the Massachusetts Medical Society,. 
the American Medical Association and the Newton Medi- 
cal Club. 

His widow, three daughters, three sons and a brother, 
Dr. James B. Thompson, of Needham, survive him. 


MISCELLANY 
SPONTANEOUS PNEUMOTHORAX 


Older writers, having observed that spontaneous pneu- 
mothorax was sometimes followed by arrest of pulmonary 
tuberculosis, were tempted to regard this phenomenon 
as one of nature’s haphazard attempts to cure. The se- 
rious results, however, far outweigh the occasional bene- 
ficial results — spontaneous pneumothorax is a traumatic 
accident to be avoided if possible. Recent studies direct- 
ed toward the underlying cause of spontaneous pneumo- 
thorax are re-awakening interest in the subject and those 
of Charr (Spontaneous pneumothorax. Am. Rev. Tuberc. 
40 :565—570, 1939) are of particular interest: 


Ten cases of fatal spontaneous pneumothorax are re- 
ported. All cases were in the third and fourth decades of 
life; 6 were in men and 4 in women. Eight had pulmo- 
nary tuberculosis and 2 anthracosilicosis. 


In all, the onset of the pneumothorax was sudden, 
and it occurred while the patients were in bed. In 
none of the cases severe coughing, sneezing or any 
other form of physical exertion preceded the fatal ac- 
cident. The chief complaints were dyspnea and pain 
in the same side of the chest as the pneumothorax. 
All showed cyanosis, clammy skin, weak pulse, dry 
mucous membrane of the mouth with thirst and ap- 
prehension of impending death. 


At necropsy, it was found that in 7 of the cases the 
pulmonary rupture was in the midaxillary aspect of the 
upper lobe, and in 3 it was on the anterior surface about 
the midclavicular line. In 2 of the latter group the rup- 
ture was in the upper lobe and in 1 in the lower lobe. 
In all the perforation was either in the front or the axil- 
lary region of the lungs—in none on the posterior sur- 
face of the lung. 


In 3 cases with the rupture on the anterior surface 
of the lungs, the perforation took place through the 
center of large and acutely caseous tuberculous nodules, 
measuring about 1.5 cm. in diameter. The visceral pleura 
covering them was thin and transparent without adhe- 
sions to the adjacent parietal pleura. Following the rup- 
tures deeper into the lungs led into irregularly shaped 
and acute cavities in the center of caseous consolidation. 
The cavities varied in size and were located in the an- 
terior half of the lungs. Projecting into the cavities were 
several stumps of bronchi and many cord-like struc- 
tures criss-crossing the cavities, which on_ section 
proved to be the remnants of lung tissue. Excursion 
of the air through these bronchial stumps was free. 
When the air was rapidly pumped into the main 
bronchi, the perforated visceral pleura covering the 
caseous nodules ballooned out remarkably. The sur- 
face distribution of the caseous tubercles in these 3 
cases was interesting. Practically all the acutely caseous 
tubercles were on the anterior portions of the lungs. 
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The posterior parts showed principally congestion and 
areas of gelatinous pneumonia. 


In 7 cases with the ruptures in the axillary region, 
the character of the ruptures differed from those al- 
ready described. In none did the perforation take 
place through the center of caseous tuberculous nodules 
as in the previous cases. There was much pleural 
thickening about the ruptures. The tuberculosis which 
was present in all excepting 2 anthracosilicotic cases 
was chronic in form with considerable fibrosis through- 
out the lungs. Although there were scattered caseous 
tubercles, many of them showed, on histological ex- 
amination, fibrous capsules surrounding them. Fur- 
thermore none of these cases showed superficial tuber- 
cles as acutely caseous as those in the first 3 cases. 


It seems that the immediate cause of the pulmonary 
rupture in these 7 cases may have been tugging on the 
pleural adhesions. There is considerable vertical excur- 
sion of the lungs due to the greater depth of the costo- 
phrenic angle at that point. The sliding motion of the 
lung upon the inner surface of the thorax is probably most 
marked along the axillary aspect of the chest, which, if 
that is the case, accounts for the marked tugging move- 
ment in the pleural adhesions along the axillary region. 


The absence of pulmonary rupture on the posterior as- 
pect of the lungs confirms the belief that the cause of 
spontaneous pneumothorax is largely a mechanical one. 
The front and the axillary portions of the thorax move 
more in respiration than the posterior parts where the 
ribs are attached to the spinal column. These factors 
of chest movement may be more pronounced when a 
person lies on his back. 


The left side is more frequently involved than the 
right, the percentage being approximately 60 on the left 
and 40 on the right. Various theories have been ad- 
vanced to account for leftsided preponderance but there 
seems to be no doubt that the heart action produces an 
additional pulmonary mobility on the left side. 


Spontaneous pneumothorax occurs in diseases other 
than tuberculosis. In the author’s present series, 2 cases 
had far advanced anthracosilicosis uncomplicated by tu- 
berculosis. In one of these there were large emphysema- 
tous blebs in the midaxillary region of the upper lobes, 
rupture of which very likely produced the pneumothorax. 
Over these blebs the visceral pleura was considerably 
thickened, but the microscopical examination of the walls 
of the blebs showed extreme thinning of the elastic layer 
and at several points there was an actual breach in the 
continuity of the elastic lamina. In the other case the 
perforation of the lung was due to an extension of a cavity 
located in the center of a large anthracosilicotic mass in 
the right upper lobe. 

Morphological changes of shock and related capillary 
phenomena were noted. These changes were marked dif- 
fuse congestion of capillaries and venules, especially in 
the lungs, liver and kidneys. Many of the alveolar spaces 
were filled with edematous fluid, and the capillaries were 
filled with blood. Supportive treatment usually employed 
in shock, in addition to withdrawal of air from the pleural 
space, which, of course, is most important, may be of 
value. Wrapping the patient with blankets, giving hot 
drinks and oxygen and the intravenous administration of 
fluid may be helpful, though Moon has warned that too 
much heat produces peripheral vasodilatation and loss of 
body fluid in the form of perspiration, which may aggra- 
vate shock. — Reprinted from Tuberculosis Abstracts (Feb- 
ruary, 1940). 
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NOTES 


Fourteen men have been granted traveling fellowships, 
fellowships and scholarships, totaling $8650, by the Har- 
vard Medical School, it was recently announced at Har- 
vard University. These awards, for the coming academic 
year, are as follows: Edward Hickling Bradford Fellowship 
to Walter R. MacLaren, of Williamstown, Massachusetts; 
John White Browne Fellowship to Samuel Lewis, D.M.D. 
35, of Rosedale, New York; William O. Moseley, Jr., Trav- 
eling Fellowship to Paul C. Zamecnik, M.D., ’36, of Cleve- 
land, Ohio; Jeffrey Richardson Fellowship to Sinclair H. 
Armstrong, Jr., M.D. ’37, of New York, New York; Whit- 
man Fellowship and Dr. William Hunter Workman Fel- 
lowship to Nathan B. Talbot, M.D. ’36, of Brookline, Mas- 
sachusetts; Dr. William Hunter Workman Fellowship to 
Nathaniel B. Kurnick 4M, of Brooklyn, New York; 
James Jackson Cabot Fellowship to Hubert W. Smith 3M, 
of Dallas, Texas; DeLamar Student Research Fellowships 
to William R. Christensen 2M, of Salt Lake City, Utah, 
Henry S. Fuller 3M, of Washington, District of Columbia, 
John W. Kirklin 2M, of Rochester, Minnesota, and Irving 
M. London 1M, of Malden, Massachusetts; Charles Eliot 
Ware Memorial Fellowship to Herbert R. Morgan 2M, 
of Bell, California; George Cheyne Shattuck Memorial 
Fellowship to Thomas H. Weller 4M, of Ann Arbor, 
Michigan; John Ware Memorial Fellowship to Joseph M. 
Foley 3M, of Dorchester, Massachusetts. 


Dr. S. Walter Ranson, professor of neurology and di- 
rector of the Neurological Research Institute at North- 
western University since 1928, has been appointed Edward 
K. Dunham Lecturer at the Harvard Medical School for 
the current academic year. He will deliver a series of lec- 
tures on March 4, 6 and 8, which are open to all inter- 
ested professional persons. 


At the annual reunion dinner of the Boston University 
School of Medicine Alumni Association, Dr. Milo C. 
Green, of Boston, a member of the twenty-five-year class, 
was elected president. The other officers chosen were as 
follows: vice-presidents, Dr. Harold L. Leland, of Lowell, 
and Dr. John M. Wilcox, of Woburn; secretary, Dr. 
Frank E. Barton, of Boston; treasurer, Dr. Harold W. 
Ripley, of Braintree; directors (for three years), Drs. Ru- 
dolph Jacoby and Samuel N. Vose, of Boston. 
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MIDDLESEX ALUMNI FUND 


To the Editor: The Graduate Association of Middlesex 
University School of Medicine has complied with Part 1 
of the new-fund contract, as set down in the stipulations 
of Dr. Elliott P. Joslin. There is on deposit in cash at 
the Boston Safe Deposit and Trust Co. more than the 
$30,000 required as of February 1, 1940. 


H. L. Musecrave, M.D., President, 
M. L. Krart, M.D., Secretary. 


ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL ASSOCIATION COUNCIL ON 
PHARMACY AND CHEMISTRY 


To the Editor: In addition to the articles enumerated 
in our letter of December 6 the following have been ac- 
cepted: 
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Abbott Laboratories 


Sterile Solution Thiamin Chloride — Abbott, 250 
mg., 5 cc. bottle 

Sterile Isotonic Solution Thiamin Chloride — Ab- 
bott, 100 mg., 10 cc. bottle 

Tablets Thiamin Chloride — Abbott, 6 mg. 


Cutter Laboratories 
Scbisminol Mass — Cutter 
Sobisminol Mass — Cutter, capsules 
Sobisminol Solution — Cutter 
Sobismino] Solution — Cutter, 1 cc. ampules 
Sobisminol Solution — Cutter, 2 cc. ampules 


Eli Lilly & Company 

Combined Diphtheria Toxoid-Tetanus Toxoid, Alum 
Precipitated, two | cc. vials package 

Combined Diphtheria Toxoid-Tetanus Toxoid, Alum 
Precipitated, one 10 cc. vial package 

Sobisminol Mass — Lilly 
Pulvules Sobisminol Mass — Lilly 

Sobisminol Solution — Lilly 
Sobisminol Solution — Lilly, 1 cc. ampules 
Sobisminol Solution — Lilly, 2 cc. ampules 
Sobisminol Solution — Lilly, 50 cc. ampules 


E. R. Squibb & Sons 
Sobisminol Mass — Squibb 
Sobisminol Mass — Squibb, capsules 
Sobisminol Solution — Squibb 
Sobisminol Solution — Squibb, 1 cc. ampules 
Sobisminol Solution — Squibb, 2 cc. ampules 
Sobisminol Solution — Squibb, 50 cc. ampules 
Epinephrine in Oil — Squibb 
Paut Nicuoras Leecn, Seeretary. 


535 North Dearborn Street, 
Chicago, Illinois. 


REPORTS OF MEETINGS 


NEW ENGLAND PATHOLOGICAL SOCIETY 


At a meeting of the New England Pathological Society 
at the Peter Bent Brigham Hospital on November 16, Dr. 
Sidney Farber introduced Dr, Paul R. Cannon, professor 
of pathology at the University of Chicago, who spoke on 
“The Relation of Flocculating Antibodies to Tissue Hy- 
persensitiveness and Localized Disease.” 

Dr. Cannon and his collaborators set out to determine 
whether a true correlation existed between the intensity of 
local tissue reaction in the Arthus phenomenon and the 
titer of circulating antibodies. Opie, who had done most 
of the competent earlier work in this field, believed that 
the tissue injury was a local anaphylactic process whereby 
the vital organs were spared a general anaphylactic 
shock. Although he never made any final statement due 
to his inability to obtain consistent correlation between 
the intensity of the locai reaction and the antibody titer, 
Opie was aware that the demonstrated precipitins were 
not necessarily the same as the demonstrable ones, and 
felt that there probably did exist a true correlation of the 
two factors in the Arthus phenomenon. Culbertson, by 
employing the gravimetric method of Heidelberger and 
Kendall which measures antibody content rather than 
titer, did find a direct parallelism between the skin reac- 
tion and the amount of antibody. Several reputable work- 
ers, however, had been unable to corroborate this work 
and were of the opinion that tissue hypersensitivity was 
more permanent than precipitin formation and that there 
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was no direct relation between the two factors. Two 
reasons for the contradictory results, Dr. Cannon con- 
cluded, lay in the use of the unreliable method of antigen 
dilution for titrating the antibody and in the use of com- 
plicated protein antigens. 

Consequently, the precepts were laid down in Dr. Can- 
non’s work that a pure protein, such as crystalline egg 
albumen, and a reliable method for determining the 
amount of antibody should be employed. The method 
consisted of adsorbing the antigen on collodion particles 
and of testing the agglutination of these particles by using 
the centrifugalization and resuspension method. The 
amount of resuspension is inversely proportional to the 
amount of antibody present. By this method, a direct 
correlation between the Arthus reaction and the content 
of circulating antibodies was consistently found. The 
sensitivity of the method was demonstrated by detecting 
precipitins in serum where none could be found by 
antigen-dilution tests. The use of desensitizing doses of 
antigen caused a disappearance of the skin reaction, 
whereas the precipitins have never been found absent. On 
the other hand, in passive sensitization the removal of 
precipitins by adsorption on egg albumen caused a con- 
comitant fall in the intensity of the skin reaction. 

As further support for his theory of a direct correlation 
between the local manifestation and the general antibody 
content, Dr. Cannon cited the oft-repeated experiments 
on the injection of various organisms into non-immune 
and immune animals, with the characteristic findings at 
the local site. An interesting additional experiment cited 
was that of Frisch, who had shown that the number and 
character of pneumococci in the sputum reflect the status 
of the circulating antiserum. 


In summary, Dr. Cannon made a plea for further study 
of the early effects of flocculating antibodies. He stated 
that it was their presence and that of precipitins which, 
together with the increase in phagocytes, promote tissue 
sensitivity and offer protection. A second function of 
these antibodies is their role in the fundamental mecha- 
nism for mobilizing and destroying foreign parenteral 
proteins in order to maintain the integrity of the host’s 
protein. Occasionally their adverse effects are manifest 
due to toxic by-products which cause serum sickness, al- 
lergy and so forth. Dr. Cannon emphasized that such 
untoward events do not signify that the mechanism is 
fundamentally faulty, for although the organism may at 
times be harmed or destroyed, the phenomenon in its 
fundamental form is protective for the race. 

Dr. Valy Menkin opened the discussion by suggesting 
that the content of antibody in the tissues might con- 
ceivably differ from that in the circulation. In regard to 
the mechanism of the local reaction, he stated that any 
non-specific infection will be fixed at the local site by 
the process of inflammatory fixation through the presence 
of lymphatic blockage. This would be reinforced by the 
precipitation of the antigen-antibody complex. He men- 
tioned the Koch phenomenon as an example of local re- 
action without antibodies. By the use of a concentrated 
urea solution, he had been able to dissolve the fibrin 
barrier and to prevent the local fixation, even in the im- 
mune animals. He questioned whether the use of such a 
reagent, together with the antigen injected, might not 
cause precipitation of the complex to occur in the blood 
or vital organs with a general rather than local 
anaphylaxis. 

Dr. Tracy B. Mallory stated that he did not believe 
the Arthus phenomenon was a prototype of hypersensi- 
tivity and immunity as a whole. The rabbit is a good 
antibody producer and an animal in which a good Arthus 
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reaction can be obtained, whereas the guinea pig is ex- 
tremely poor in both regards, although easily made hy- 
persensitive. In the latter, absence of antibodies is de- 
monstrable not only by direct measurement but by failure 
of passive transfer to prove effective. 

Dr. Louis Dienes stated that in guinea pigs the histo- 
logic changes develop at the site of reinjection before the 
appearance of precipitins in the circulating blood and be- 
fore the animal is sensitive to anaphylaxis. He concluded 
that in various species a different phase of hypersensi- 
tivity may be predominantly developed. In man it is 
the pre-anaphylactic phase, while in the rabbit a later 
phase which corresponds to the Arthus phenomenon is 
highly developed. Results obtained in studies on the 
Arthus reaction in rabbits do not necessarily apply to those 
in human beings. 

Dr. Cannon replied that his main purpose was to im- 
prove the method for studying the problem. In answer 
to Dr. Menkin, he stated that the difference suggested was 
merely one of time and that the inflammatory fixation 
might be inaugurated by the antigen-antibody reaction. 
In rebuttal to Dr. Mallory’s criticism, Dr. Cannon stated 
that a good Arthus reaction and measurable antibody con- 
tent had been obtained in guinea pigs by carefully help- 
ing them to survive the early period of dangerous 
anaphylaxis. He said that another reason for variations 
in such reactions as the tuberculin test is the presence of 
multiple antigens of varying diffusibilities. In regard 
to its human application, the speaker cited one case of a 
massive Arthus reaction with elevated precipitins in a 
child who had received diphtheria antitoxin. There have 
been twelve such reports. Furthermore, it has been shown 
that the effect of the injection of foreign serum in the 
human beings is inversely proportional to the intensity of 
the local reaction. 

Dr. Cannon concluded that all the reactions of hyper- 
sensitivity may prove fundamentally the same if proper 
methods are used to minimize the apparent variation of 
results. 


ALPHA OMEGA ALPHA LECTURE 


On November 17, the Harvard Chapter of Alpha 
Omega Alpha, with John Hickham presiding, had Dr. 
C. A. Elvehjem, professor of biochemistry at the Univer- 
sity of Wisconsin, as the guest speaker. The title of his 
talk was “The Biological Significance of Nicotinic Acid.” 
In reviewing the historical background of the vitamin B 
complex, the speaker called attention to the fact that 
nicotinic acid, unlike the other components, is a well- 
known compound of relatively simple chemical structure. 
It was first obtained in 1867 by Huber who oxidized 
nicotine, while Funk in 1912 crystallized it from yeast. 
The latter found it useless in combating fowl polyneuri- 
tis but showed it apparently favored digestion and 
growth. No other biological significance was attached 
to nicotinic acid until Warburg and Euler demonstrated 
in 1935 its relation to coenzymes. 

As for pellagra, it was not until 1930 that Goldberger 
definitely established that the disease was caused by a f 
deficiency which he identified as being the heat-stable 
component of vitamin B, It was in that same year that 
these investigators, as well as Spies, demonstrated that 
the value of liver extract as a source of this substance 
was even greater than that of brewer’s yeast. Dr. 
Elvehjem used chicks instead of the resistant rat and 
showed that the pellagra-like disease could be cured with 
liver extract minus riboflavin, while the latter alone was 
not efficacious. It was soon demonstrated, however, that 
this was no true pellagra and that the preventive factor 
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was a substance closely allied with nicotinic acid — name- 
ly pantothenic acid. This led to the adoption of black- 
tongue in dogs as the disease of choice in experimenta- 
tion, and it was shown by the group at Wisconsin, as well 
as by others, that riboflavin was not the effective com- 
ponent in liver extract. 

The importance of nicotinic acid in the prevention and 
cure of pellagra in all its manifestations has been amply 
proved by many investigators, notably by Spies. The 
stomatitis, dermatitis, diarrhea and vague complaints of 
ill -being all disappear under appropriate therapy. Satis- 
factory i improvement has also been claimed in non-specific 
stomatitis, gastrointestinal dysfunction and _ central- 
nervous-system disorders. Many of the patients with the 
latter symptoms, however, require additional substitution 
therapy, and invariably do better when the nicotinic acid 
is accompanied by other members of the vitamin B com- 
plex, and this probably holds for many other cases of 
pellagra, the speaker stated. It was suggested that 
nicotinic acid be used only in emergencies and that all 
pellagrins be put on adequate diets, possibly supplemented 
by this substance. 

Dr. Elvehjem then discussed the distribution of nico- 
tinic acid in tissues. There was considered to be no ac- 
curate chemical method for assaying the amount of 
material present. So far as bio-assay was concerned, it 
was determined that the most satisfactory animal was 
the dog, and the response of canine black-tongue has 
been the indication of potency used by Dr. Elvehjem. 
Estimating the daily human requirement of nicotinic 
acid as 25 mg., it was calculated that one should eat 100 
gm. of fresh liver or about half a pound of lean meat, 
which was found to contain about half as much of this 
factor as liver. The only substances supplying sufficient 
nicotinic acid in one feeding to elicit a response in canine 
black-tongue were animal tissues and yeast. 

In order to determine the efficacy of related compounds, 
various pyridine derivatives were tested both in the dog 
and by bacterial growth. The results indicated that only 
the acid, the amide and those compounds capable of con- 
version by simple processes within the body to these 
specific chemical structures were capable of substitution. 
The use of pyrazine compounds in human pellagra has 
been favorably reported by Spies, but Dr. Elvehjem has 
found their effects in dogs to be evanescent. He suggested 
that these substances could probably replace nicotinic acid 
from the more vital tissues and that the ultimate failure 
of response was indicative of a replacement of all avail- 
able nicotinic acid from these sources. 

The toxicity for animals has been demonstrated to be 
very low, but the occurrence of heat and tingling in the 
human being treated with as little as 20 mg. is a real and 
constant manifestation of its action. The speaker ad- 
vised, however, that therapy should not be curtailed on 
account of these transient symptoms which do not prove 
dangerous to the patient’s eventual prognosis. 

The function of nicotinic acid seems to be intimately 
associated with coenzymes “1” and “2,” which were 
shown to contain the compound. Euler reported a de- 
crease in the cozymase content of deficient rats, but 
these were not considered uncomplicated deficiencies. 
Dr. Elvehjem, using Euler’s method, demonstrated es- 
sentially the same values for the dog and rat despite the 
definite difference in clinical response to a lack of nico- 
tinic acid. Furthermore, the blood content was equiva- 
lent in both healthy and deficient dogs. Vilter and 
Spies, on the other hand, found the blood values by a 
different method to be decreased in pellagrins while 
Kohn found no difference in the diseased state but an 
increase on feeding nicotinic acid. 
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On assay of the tissues, however, Dr. Elvehjem did 
find a constant decrease in the cozymase content of the 
liver and muscles of deficient dogs. The use of purified 
cozymase supplied by Euler gave essentially the same re- 
sults. Since these were the tissues richest in the coenzyme, 
it was suggestive that herein might lie the cause of the 
symptoms. An attempt to correlate the cozymase and 
nicotinic acid content of the same tissues resulted in only 
suggestive findings; but Dr. Elvehjem attributed at least 
part of the difference to the use of an extraction method 
for cozymase which has subsequently been vastly im- 
proved and also to the fact that coenzyme “2” accounts 
for part of the nicotinic acid. 

In summary, Dr. Elvehjem stated that a better under- 
standing of the pathologic physiology involved would 
offer an opportunity for the diagnosis of preclinical 
pellagra and consequently its better preventive treatment. 


NOTICES 


REMOVAL 


Duncan E. Rew, M.D., announces the removal of his 
office from 171 Bay State Road, Boston, to 319 Longwood 
Avenue, Boston. 


BOSTON MEDICAL HISTORY CLUB 


There will be a meeting of the Boston Medical History 
Club at the Boston Medical Library, 8 Fenway, Boston, 
on Monday evening, February 19, at 8:15. Dr. Robert B. 
Osgood will talk on “Menders of the Maimed.” 

All those interested in the subject are cordially invited 
to attend. 


PETER BENT BRIGHAM HOSPITAL 


A joint medical and surgical clinic at the Peter Bent 
Brigham Hospital will be held on Wednesday, Febru- 
ary 21, from 2 to 4 p.m. Drs. Marshall N. Fulton and 
J. Englebert Dunphy will speak on “Itching.” 

Physicians and students are cordially invited to attend. 


THE GUILD OF ST. LUKE 


A regular meeting of The Guild of St. Luke will be 
held at the Hotel Puritan, Boston, on Monday evening, 
February 19, at 8:30. The members of The Guild of 
St. Apollonia are invited to attend this meeting. Mr. 
Constantine E. McGuire, of Washington, D. C., will be 
the guest speaker, his subject being “Some of the Factors 
Likely to Affect the Trend of the Fifth Decade of the 
Century.” 


BOSTON DOCTORS’ 
SYMPHONY ORCHESTRA 


The Boston Doctors’ 
Symphony Orchestra will 
rehearse under Alexander 
Theide, former  concert- 
master with the Cleveland 
Symphony Orchestra and 
the Philadelphia Sym- 
phony Orchestra, every 
Thursday at 8:30 p.m., in Studio A, Station WMEX, 
70 Brookline Avenue, Boston. Those interested in becom- 
ing members should communicate with Dr. Julius Loman, 
Pelham Hall Hotel, Brookline (BEA 2430). 
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UNITED STATES MARINE HOSPITAL 


The staff meeting of the United States Marine Hospi- 
tal, Chelsea, will be held at “The Hut,” on Friday after- 
noon, February 23, at 4:00. Dr. Lowrey F. Davenport 
will talk, his subject being “Suppurative Disease of the 
Lung.” 


NEW ENGLAND ROENTGEN RAY SOCIETY 


The rext meeting of the New England Roentgen Ray 
Society will be held at the Boston Medical Library on Fri- 
day, February 16, at 8:00 p.m. 


PROGRAM 


Case presentations. Drs. W. J. Butler, R. D. Clapp, 
M. I. Smedal and L. K. Sycamore. 

Non-Medical Uses of Roentgen Rays. 
liott. 

Archaeology and Roentgenology. Dr. F. T. Hunter. 


Dinner at the Harvard Club will be served at 6:30 p.m. 


Dr. W. J. El- 


NEW ENGLAND SOCIETY 
OF PHYSICAL MEDICINE 


The New England Society of Physical Medicine wili 
hold its next meeting at the Hotel Kenmore, Boston, on 


- Wednesday evening, February 28, at eight o'clock. 


NEW ENGLAND HEART ASSOCIATION 


The next meeting of the New England Heart Associa- 
tion will be held at the Children’s Hospital, Monday, 
February 26, at 8:15 p.m. 


PRoGRAM 


Follow-up Study of Ligated Ductus Arteriosus Cases. 
Drs. John P. Hubbard and Robert E. Gross. 

Limit of the Normal PR Interval in Children. Dr. 
Charles H. Cutler. 

So-called “Congenital Idiopathic Hypertrophy.” Dr. 
Hyman Green. 

~ Paroxysmal Tachycardia and Its Treatment in Young 

Infants. Dr. John P. Hubbard. 


Interested physicians and medical students are invited 
to attend. 


NEW ENGLAND HEALTH INSTITUTE 


The New England Health Institute, sponsored by the 
Connecticut State Medical Society, the United States Pub- 
lic Health Service, the United States Children’s Bureau, 
the New England Tuberculosis Association, the state 
departments of health of Maine, New Hampshire, Ver- 
mont, Massachusetts, Rhode Island and Connecticut, the 
schools of public health of Yale University, Harvard Uni- 
versity and Massachusetts Institute of Technology, Sim- 
mons College, the Connecticut State Nurses’ Association 
and the Connecticut Public Health Association, will be 
held at Hotel Bond, 230 Asylum Street, Hartford, Con- 
necticut, on April 15-19, 1940. A preliminary program 
will soon be available. Those desiring detailed informa- 
tion should apply to the Connecticut State Department of 
Health, 165 Capitol Avenue, Hartford. 


THE FOUNDATION PRIZE 


The American Association of Obstetricians, Gynecolo- 
gists and Abdominal Surgeons announces that the annual 
Foundation Prize for this year will be $150. Those 
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eligible include only interns, residents or graduate stu- 
dents in obstetrics, gynecology and abdominal surgery and 
physicians who are actively practicing or teaching obstet- 
rics, gynecology or abdominal surgery. 

Competing manuscripts must be presented in triplicate 
under a nom-de-plume to the secretary of the association 
‘before June 1, be limited to 5000 words and such illustra- 
tions as are necessary for a clear exposition of the thesis 
and be typewritten (double-spaced) on one side of the 
sheet, with ample margins. 

The successful thesis must be presented at the next an- 
nual (September) meeting of the association, without 
expense to the association and in conformity with its 
regulations. 

For further details, address Dr. James R. Bloss, Secre- 
tary, 418 Eleventh Street, Huntington, West Virginia. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FOR THE WEEK BEGINNING 
Sunpay, Fesruary 18 


Sunpar, Fesruary 18 

4 p.m. The Medical Care of Domestic Pets. Dr. Gerry B. Schnelle. 
Free public lecture. Harvard Medical School, amphitheater of 
Building D. 

Hay Fever and Asthma. Dr. Walter S. Burrage. Illustrated, 


4 p.m. 
public, health lecture. Faulkner Hospital auditorium. 


Monpay, Fesruary 19 
*8:15 p.m. Menders of the Maimed. Dr. Robert B. Osgood. Boston 
Medical History Club. Boston Medical Library. 
8:30 p.m. Some of the Factors Likely to Affect the Trend of the 
Fifth Decade of the Century. Mr. Constantine E. McGuire. The 
Guild of St. Luke. Hotel Puritan, Boston. 


Turspay, Fesruary 20 
*9-10 a.m. Paralysis Agitans. 
nostic Hospital. 
12 m. The Common Diseases of the Veins. 
South End Medical Club. 
Columbus Avenue, Boston. 


Dr. H. I. Harris. Joseph H. Pratt Diag- 


Dr. Edward A. Edwards. 
Boston Tuberculosis Association, 554 


WepNespay, Fesruary 21 
*9-10 a.m. Hospital case presentation. 
H. Pratt Diagnostic Hospital. 


*2-4 p.m. Itching. Drs. Marshall N. Fulton and J. Englebert Dunphy. 
Peter Bent Brigham Hospital. 


Dr. S. J. Thannhauser. Joseph 


Fripay, Fesruary 23 


*9-10 a.m. Epidemiology of Respiratory Infections. Dr. Dwight O'Hara. 
Josep H. Pratt Diagnostic Hospital. 


Saturpay, Fesruary 24 


*9-10 a.m. Hospital case presentation. Dr. Thannhauser. Joseph H. 
Pratt Diagnostic Hospital. 
*Open to the medical profession. 
Feervuary 16 — Staff meeting. United States Marine Hospital. Page 244, 
issue of February 8. 
Fesruary 16 — New England Roentgen Ray Society. Page 284. 
Feeruary 18 — Public lecture. Salem Hospital. Page 1042, issue of 


December 28 

Fesrvary 18 — Free public lecture. Quincy City Hospital. 
of January 11. 

Fesruary 20 — Lawrence Cancer Clinic. 

Feervary 22 — Alumni Day. 
Page 244, issue of February 8. 


Page 77, issue 


Page 244, issue of February 8. 
New York University College of Medicine. 


Fesruary 22—24 — American Orthopsychiatric Association. Page 957, 
issue of December 14. 

Feeruary 23 — Staff meeting. United States Marine Hospital. Page 284. 

Feesruary 26 — New England Heart Association. Page 284. 

Fesruary 28 — New England Society of Physical Medicine. Page 284. 


Fesruary 29 — Nu Sigma Nu Lecture. Page 244, issue of February 8. 


Marcu 2, June 8 and 10 — American Board of Ophthalmology. Page 719, 
issue of November 2. 


Marcu 7-9 — New England Hospital Association. Hotel Statler, Boston. 


Marcu 14—Pentucket Association of Physicians. 8:30 p.m., Hotel 
Bartlett, Haverhill. 

Aprit 15-17 — American Association for the Study of Goiter. Page 203, 
issue of February 1. 

Aprit 15-19 — New England Health Institute. Page 284. 

Apri 24-26 — Scientific Session. Academy of Physical Medicine. Hotel 


John Marshall, Richmond, Virginia. 
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Rag 10-18 — American Scientific Congress. Page 1043, issue of Decem- 
r 28. 

May 13— United States Pharmacopoeial Convention. 
of February 1. 


_ June 7-9— American Board of Obstetrics and Gynecology. 
issue of June 15, 


Page 202, issue 


Page 1019, 


District MeEpIcAL Societies 
ESSEX SOUTH 

Marcu 6— Experimental and Clinical Considerations of Sulfanilamide 
Treatment of Hemolytic Streptococcus Infections. Dr. Champ Lyons. Lynn 
Hospital, Lynn. 

Aprit 3 — Addison Gilbert Hospital, Gloucester. 

May 8 — Annual meeting. Salem Country Club, Peabody. 


FRANKLIN 
Marcu 12 — Franklin County Hospital, Greenfield. 
May 14 — Franklin County Hospital, Greenfield. 


HAMPSHIRE 
Marcu 13, 
May 8. 


Meetings are held at 11:30 a.m. at the Cooley Dickinson Hospital, 
Northampton. 
MIDDLESEX EAST 

Marcn 20. 

May 15. 

Meetings are held at 12:15 p.m. at the Unicorn Country Club, Stoneham. 


MIDDLESEX NORTH 
Aprit 24, 
Jury 31. 
Ocroser 30. 


NORFOLK SOUTH 

Marcu 7, 

Aprit 4. 

May 2. 

All meetings, with the exception of one which is usually held at the 
Quincy City Hospital, are held at the Norfolk County Hospital in South 
Braintree, at 12 o'clock noon. 

PLYMOUTH 

Marcu 21 — Goddard Hospital, Brockton. 

Aprit 18 — State Farm. 

May 16 — Lakeville Sanatorium, Lakeville. 


SUFFOLK 


Marcu 27 — Scientific meeting. Symposium on Ulcerative Colitis and 
Diarrheas. Under the direction of Dr. Chester M. Jones. 

Aprit 24— Annual meeting in conjunction with the Boston Medical 
Library. Election of officers. Program and speakers to be announced later. 

May 2—Censors’ meeting. Page 244, issue of February 8. 
WORCESTER 

Marcu 13 — Worcester Memorial Hospital. 

Aprit 10 — Worcester Hahnemann Hospital. 

May 8 — Worcester Country Club. 


Each meeting begins with a dinner at 6:30 p.m. and is followed by a 
business and scientific meeting. 


BOOKS RECEIVED FOR REVIEW 


Medical Care. Vol. V1. No. 4. Law and Contemporary 
Problems. 182 pp. Durham, North Carolina: Duke Uni- 
versity School of Law, 1939. 75c. 

The Dream World: A survey of the history and mystery 
of dreams. R. L. Mégroz. 319 pp. New York: E. P. 
Dutton & Co., Inc., 1939, $2.50. 

The Inter-Relationship of Mind and Body: The proceed- 
ings of the Association, New York, December 27 and 28, 
1938. Vol. XIX of a series of research publications of the 
Association for Research in Nervous and Mental Disease. 
381 pp. Baltimore: Williams & Wilkins Co., 1939. $6.00. 

Sexual Pathology: A study of derangements of the sex- 
ual instinct. Magnus Hirschfeld. Revised edition. 368 


pp. New York: Emerson Books, 1940. $2.95. 

Diverticula and Diverticulitis of the Intestine: Their 
pathology, diagnosis, and treatment. Harold C. Edwards. 
335 pp. Baltimore: Williams & Wilkins Co., 1939. $8.00. 
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Argyria: The pharmacology of silver. William R. Hill 
and Donald M. Pillsbury. 172 pp. Baltimore: Williams 
& Wilkins Co., 1939, $2.50. 


The Therapeutics of Internal Diseases. Edited by 
George Blumer. In two volumes. 1914 pp. New York 
and London: D. Appleton-Century Co., 1940. $10.00 each 
volume. 


A Handbook of Accepted Remedies: Symptoms and 
treatment of poisoning: diagnostic procedures; miscella- 
neous information. Edited by P. J. Hanzlik. Third edi- 
tion. 127 pp. San Francisco: Department of Public 
Health, 1940. $1.00. 


On Oxidation, Fermentation, Vitamins, Health and Dis- 
case. Albert V. Szent-Gyorgyi. 109 pp. Baltimore: 
Williams & Wilkins Co., 1939. $2.00. 


Manual of Fractures, Dislocations and Epiphyseal Sepa- 
rations. Harry C. W. S. de Brun. 468 pp. Chicago: The 
Year Book Publishers, Inc., 1939. $3.00. 


New Facts on Mental Disorders: Study of 89,190 cases. 
Neil A. Dayton. 486 pp. Springfield, Illinois, and Bal- 
timore: Charles C Thomas, 1940. $4.50. 


Handbook of Orthopaedic Surgery. Alfred R. Shands, 
Jr. In collaboration with Richard B. Raney. Second edi- 
tion. 567 pp. St. Louis: C. V. Mosby Co., 1940. $4.25. 


Congenital Cleft Lip, Cleft Palate and Associated Nasal 
Deformities. Harold §. Vaughan. 210 pp. Philadelphia: 
Lea & Febiger, 1940. $4.00. 


BOOK REVIEWS 


Pye’s Surgical Handicraft: A manual of surgical manipula- 
tions, minor surgery, and other matters connected 
with the work of house surgeons and of surgical 
dressers. Edited by Hamilton Bailey. Eleventh edi- 
tion. 512 pp. Baltimore: Williams & Wilkins Co., 
1939, 


For a book appearing in its eleventh edition, a review 
is necessary only to increase the number of those who may 
glean as much nourishment of a practical nature as did 
the reviewer. Truly valuable, this book is a veritable gold 
mine of ideas and facts of diagnostic and therapeutic 
value. As a tribute to its present editor, it is fitting to 
say that when one reads about a simple, homely, but ex- 
tremely valuable therapeutic trick one wonders whether 
it was the brainchild of the original Mr. Pye or the equal- 
ly original but more modern Hamilton Bailey. Mr. 
Bailey discusses “The Treatment of Acute Poisoning” in 
so simple, yet complete a manner that the entire subject 
at last resolves itself into common sense. He has added 
many valuable steps in the care of fractures. His pre- 
operative and postoperative rules and practices are modern, 
correct and thoughtful. The book covers general surgery, 
that of the eye, ear, nose and throat, orthopedics, urology, 
and the aptly phrased “medical operations.” For the 
urban surgeon, the chapters on hypnotics and sedatives, 
infections of the hand, sprains, and general and Evipan 
anesthesia are of interest. There is even a section on tooth 
extraction. The last eight chapters, barring the excellent 
treatise on poisons, are apparently planned for the intern 
but merit perusal, Gynecological problems are discussed 


sparsely and poorly, as is usually the case except when 
the author is a full-time gynecologist. The long section on 
laboratory procedures could well have been left to a lab- 
oratory manual. 
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The Health Insurance Doctor: His role in Great Britain, 
Denmark and France. Barbara N. Armstrong. 264 
aac The Princeton University Press, 1939. 


The authoress is an enthusiastic believer in health in- 
surance and gives “basic information about the situation 
of the health insurance doctor abroad.” With a back- 
ground of twenty years of research and university teach- 
ing in the social-insurance field, she made a personal in- 
vestigation in 1936 in Great Britain, Denmark and France 
and gathered facts with the aid and co-operation of both 
governmental agencies and the medical profession. 

Detailed information shows who are insured, how nec- 
essary funds are obtained, how doctors are chosen, their 
duties, how they are paid and what their attitude is to- 
ward the plan as a whole. 

The British system went into operation in 1912, the 
Danish in 1892, the French in 1930. In Britain the work- 
er only is insured; in Denmark the worker and his chil- 
dren (the wife is expected to be insured in her own 
right); in France all members of the family are covered. 
Insured groups were built up from existing fraternal or- 
ganizations, with additions and modifications as required 
to meet new conditions. Insurance funds are made up 
of contributions by workers, by employers and by the 
government. 

In Britain in 1936 about three fourths of the men and 
two fifths of the women in general practice were panel 
doctors. In the Copenhagen area of Denmark over 70 
per cent of general practitioners are included, and outside 
this area nearly all physicians do some insurance work. 
Everywhere there is freedom of choice of doctors and 
ample provision for changing from one doctor to an- 
other. Hence the insurance doctor, like every other phy- 
sician, to be successful must have the ability to attract 
and retain patients. 

In Britain and Denmark the doctor is paid quarterly — 
in Britain from a government pool and in Denmark from 
the exchequer of health-insurance societies. In Britain 
payment is on a capitation basis, that is, the number of 
patients on his medical list at the beginning of the quar- 
ter, with additions for certain specified services. In Den- 
mark the capitation basis prevails generally and the tend- 
ency is toward making it universal. In France the doc- 
tor charges his patients what he chooses and collects what 
he can. The patient is reimbursed, in part, by his society. 

The health-insurance doctor is on a general-practitioner 
basis, with provisions for hospitalization and reference 
to various specialists in appropriate instances. The fun- 
damental principle is that the traditional, free, doctor- 
patient relation is desirable, and when economic condi- 
tions deny it to workers and their families, health insur- 
ance should restore it to them and to the doctors who 
would like to serve them. “In each country collective 
action by the organized medical profession plays a vital 
part in determination of the health-insurance doctor's 
privileges, responsibilities and remuneration.” 

The doctors believe that health insurance gives a great- 
er professional freedom in practice among the mass of the 
people, such as is enjoyed in private practice only in 
treating the well-to-do, also that it gives them a larger 
and steadier income. “Doctors appreciate security of in- 
come as much as anyone!” The regulated aspects, “the 
price they pay for its advantages, is an inevitable and not 
very onerous quid pro quo.” In Britain there is evident a 
marked change in attitude — from bitter hostility when 
legislation was being discussed in 1909 and 1910, to enthu- 
siastic approval after years of actual experience. Income 


Vol. 222 No. 7 


from the wage-earners’ group is two or three times as 
great. The pay check comes every quarter, in good times 
and in bad. Relations with patients are improved. The 
insured patient can see his doctor whenever he needs to 
without the barrier of a bill which he could not afford. 
The doctor can see chronic patients as often as he likes 
without embarrassment. One doctor gives each new pa- 
tient a card which reads: “If you get a cold, come to see 
me. Let me decide whether it is. important. I should 
rather treat a cold than pneumonia.’ 

Once in Denmark, about twenty years ago, because of 
controversy over the scale of payment, at the end of a year 
no renewal contracts were made and doctors were on 
private-practitioner terms with insured patients, who were 
entitled to reimbursement by their societies for from 50 
to 75 per cent of medical bills which they had paid. This 
continued for one year but proved unsatisfactory in re- 
gard to the relations between doctor and patient and also 
reduced substantially the doctors’ incomes. Since that 
experience the doctors have been more enthusiastic than 
ever over the benefits of health insurance and more medi- 
cal services have been included. 

Physicians stress the fact that health insurance has 
greatly improved the practitioner’s chance of preventing 
invalidity of his patients. This applies to loss of time 
from both acute and chronic disease and especially from 
tuberculosis. 


This book should prove helpful to anyone interested in 
considering the complex questions of better distribution of 
medical services — and who of us is not interested? Con- 
ditions in the United States differ greatly, of course, from 
those in Britain, Denmark and France, but methods which 
have been tested, adjusted, readjusted, expanded and con- 
tinued over periods of one to five decades surely are 
worthy of careful examination, 

It is gratifying to note the authoress’s recognition of the 
responsibilities and effectiveness of organized medicine in 
the development and guidance of health insurance. 


Primer of Allergy: A guidebook for those who must find 
their way through the mazes of this strange and 
tantalizing state. Warren T. Vaughan. 140 pp. 
St. Louis: The C. V. Mosby Co., 1939. $1.50. 


A book, which is to mediate medical problems to the 
layman, is admittedly difficult to write. The obvious 
dangers are those of either oversimplification, leading to 
falsification so far as the physician is concerned, or of 
undersimplification, leading to uncomprehension on the 
part of the patient. Dr. Vaughan has steered himself a 
very skillful course. His analogies are so carefully quali- 
fied that no allergist could possibly be offended, and yet 
are sufficiently clear to the patient who requires some 
understanding of the nature of his illness. 

The author emphasizes the facts that the causes of al- 
lergic reactions are rarely immediate and, hence, that the 
solutions to the problems presented are not always ob- 
vious. This will help with patients who think that the 
causative substance should invariably precipitate symp- 
toms with dramatic suddenness. Also of value is the 
moral exhortation with which the book ends: urging the 
patient to present himself for treatment early in his ill- 
ness, and to expect full relief only after an adequate time, 
to be measured sometimes in years. 

This little volume will not save the busy physician 
much of the time he now spends answering the questions 
of his allergic patients. He can be assured, however, that 
the questions asked will be much more intelligent, and 
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that the co-operation desired will be much firmer, and 
long lasting. 


Atlas of Surgical Operations. Elliott C. Cutler and Rob- 
ert Zollinger. 181 pp. New York: The Macmillan 
Co., 1939. $8.00. 


In the preface to this remarkable book the authors 
point out that while library shelves are filled with excel- 
lent systems and textbooks of surgery, no manual of the 
technical steps of the accepted and standardized operations 
of the day has been offered for almost a hundred years. 
The volume was modeled after Bernard and Huette’s 
Précis iconographique de médicine opératoire et d'anat- 
omie chirurgicale, which was published in 1853, and it 
resembles, in many respects, Pancoast’s Operative Surgery 
published a few years earlier. The steps of some sixty-five 
common operative procedures, ranging from tonsillectomy 
to abdominoperineal resection of the rectum, are illus- 
trated im severe, almost diagrammatic line drawings in 
eighty-four, 10-by-15-inch plates. Opposite each plate is a 
brief description of the procedure as it is carried out at 
the Peter Bent Brigham Hospital, with an outline of indi- 
cations and preoperative and postoperative care. 

In a few instances the artist, Miss Mildred Codding, 
has been obliged to sacrifice the illusion of depth for the 
sake of clarity, but where this occurs, it is a virtue rather 
than a fault and the third dimension is easily read into 
the drawing. Her style of clean-cut line drawing is per- 
fectly suited to the subject matter, and it is to be hoped 
that its successful employment in this book will mark 
the end of the fuzzy half-tones so often seen in surgical 
literature. 

Almost every surgeon of experience will disagree with 
certain of the procedures described. For example, one 
may favor a transverse rather than a vertical incision for 
simple mastectomy or be inclined to employ the closed 
Parker-Kerr type of intestinal anastomosis on the large 
bowel rather than the open method. But these are minor 
details, and all will agree that the operations as outlined 
are safe and satisfactory procedures for the young sur- 
geon, to whom the book is dedicated. 

It is to be hoped that future editions will include de- 
scriptions of the common and standardized operations on 
fractures, such as suture of the olecranon and the patella. 
Also, presentation of certain more or less emergency pro- 
cedures, such as the ligation of a bleeding middle men- 
ingeal artery or suprapubic cystotomy, would be wel- 
comed, particularly by those who practice in rural re- 
gions. 

This book will undoubtedly and deservedly become 
very popular. It should be in the library of every hos- 
pital in which young men are trained in surgery, and 
there is no volume which could better serve as a vade 
mecum in technic for the practicing surgeon. 


Cancer of the Colon and Rectum: Its diagnosis and treat- 
ment. Fred W. Rankin and A. Stephens Graham. 
358 pp. Springfield, Illinois, and Baltimore: Charles 
C Thomas, 1939. $5.50. 


In estimating the worth of a book one is rightly influ- 
enced by the reputation and previous experience of its 
author or authors. Few, if any, contemporary surgeons 
in this country have had greater opportunities to study 
and treat cancer of the large bowel than Rankin, who, 
with the able assistance of Graham, records in this book 
the results of his extensive work at the Mayo Clinic and 
more recently in Lexington, Kentucky. 

The volume is divided into three parts, of five chap- 
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ters each, dealing with general considerations, treatment 
and operative procedures, respectively. The anatomy and 
physiology of the colon and rectum are ably discussed, 
with particular reference to the practical considerations 
hinging thereon. An adequate bibliography backs up the 
theories and figures relating to incidence, occurrence and 
etiology. The role of benign adenomas and multiple 
familial polyposis as precancerous lesions is rightly 
stressed. 

One chapter devoted to differential diagnosis provides 
opportunity for a brief but complete statement of the prop- 
er methods of treatment of those other lesions of the colon 
and rectum with which cancer may be, and often is, con- 
fused. 

In the second part, operability and prognosis, together 
with the many factors influencing their statistics, are dis- 
cussed and supplemented by previously published tables 
of Rankin and his associates and of Gabriel and by those 
of the St. Marks Hospital, London. 

In regard to choice of operation emphasis is paid prop- 
erly on the point that any procedure, though it may vary 
in technical details, must be sufficiently thorough in scope 
of removal if it is to be considered a proper cancer opera- 
tion. 

Numerous tables having to do with mortality and end 
results are included from the writings of most of the best 
surgeons in this field, including those of the late Daniel 
F. Jones, whose experience with cancer of the large bowel 
was second to none. 

The last 100 pages are devoted to detailed descriptions 
of all the operative procedures in common use and to line 
drawings which clearly illustrate these operations. 

It is not an exaggeration to say that no other single 
book in the English language gives so complete and re- 
liable an account of the diagnosis and treatment of can- 
cer of the large intestine. 


Radiologie Clinique du Coeur et des Gros Vaisseaux. 
C. Laubry; P. Cottenot; D. Routier, and R. Heim 
de Balsac. 2 vol., totaling 340 pp. Paris: Masson et 
Cie, 1939. 430 Fr. fr. 


Following the fine tradition of the French school in 
cardiovascular roentgenology represented less than a gen- 
eration ago by Bordet and Vaquez, Professor Laubry and 
his colleagues Cottenot, Routier and Heim de Balsac of 
the Faculty of Medicine of Paris and Hopital Broussais- 
La Charité, have published, with the collaboration of Mas- 
son et Cie, two volumes of excellent x-ray pictures and 
diagrams illustrating normal and abnormal variations of 
size and shape of the heart and great vessels. As the 
authors write in the very first sentence of the introduction, 
this work represents the synthesis of their efforts of more 
than ten years. It is an account in large part of personal 
experience, thereby giving it greater value, but at the 
same time there is appended a useful bibliography of sev- 
eral hundred authors of all nationalities. The volumes 
form an instructive atlas for teaching purposes and im- 
mediate practical use; they are not intended as a routine 
textbook or complete treatise on the subject of cardiac 
roentgenology. All who peruse this work will at once 
appreciate its utility. 

The first volume contains Part 1, “General Observa- 
tions,” Part 2, “The Normal Heart,” and the first chap- 
ter of Part 3, “The Pathologic Heart.” The second vol- 
ume contains the rest of Part 3, that is, the remaining 
six chapters on the pathologic heart. 

Under general observations are presented the usefulness 
of x-ray examination of the heart and great vessels, the 
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methods of examination (radioscopy, orthodiagraphy, tele- 
radiography, cineradiography, radiokymography, opaci- 
fication of the heart and vessels, radiodensimetry, and 
tomography and seriescopy) and details of the technics of 
radiography, radiokymography and cardiovasography. 

The second part on the normal heart presents morphol- 
ogy (factors which determine “interindividual differences” 
and morphologic modifications in the same individuals), 
radiological anatomy in the frontal, right anterior oblique, 
left anterior oblique and left transverse positions, the value 
and interpretation of measurements, radiokymograms and 
particular features of certain cardiovascular silhouettes. 

The third and last part is naturally the most extensive, 
presenting in Chapter I a wealth of illustrative material 
on rheumatic heart disease, with especial reference to the 
effect of the various valvular lesions, single and combined. 
Chapter II discusses congenital defects (interventricular 
septal defect, pulmonary stenosis, aortic stenosis, coarcta- 
tion of the aorta, patancy of the ductus arteriosus, interau- 
ricular septal defect, valvular deformities of the left heart, 
right aortic arch, situs inversus and “idiopathic” cardiac 
hypertrophy of the infant). Chapter III concerns the so- 
called “arterial cardiopathies” (aortitis, aortic aneurysms, 
“chronic diffuse myocarditis,” partial aneurysms of the 
heart, pulmonary arterial aneurysms and non-aneurysmal 
dilatations, and arterial hypertension). Chapter IV pre- 
sents pericardial abnormalities (effusions, adhesions and 
diverticula). Chapter V gives a few illustrations of car- 
diac hypertrophy, dilatation and failure, involving the left 
or right ventricle or both. Chapter VI devotes a few pages 
to intracardiac and mediastinal foreign bodies. Finally, 
Chapter VII presents thoracic pictures difficult to inter- 
pret —an interesting though limited collection of films. 
Following the bibliography already referred to there is an 
adequate alphabetical subject index. 

The reviewer wishes there were more complete illus- 
tration of various conditions,—in particular the dilated 
heart of early rheumatic infection in childhood before 
valvular disease has developed, the cor pulmonale, the 
hypertensive heart and certain other rarer conditions, — 
but for the time being we must be content with the limited 
but excellent material presented. Perhaps in a later edi- 
tion another volume could be added or the present ones 
made somewhat larger to fill these gaps, for it would be 
well worth while. This work, as it is, can be heartily 
recommended to students and physicians who are inter- 
ested in x-ray pictures of the heart and great vessels, 
which should include all who practice internal medicine. 
The expense of the volumes may prevent their wide dis- 
semination through the profession at large but they should 
at least be in all medical libraries which are consulted by 
students and practitioners. The fact that the text is in 
French should not be a drawback because of the wealth 
of illustrations and the ease with which the main head- 
ings of the legends can be translated. 


The Hospital Care of Neurosurgical Patients. Wallace B. 
Hamby. 118 pp. Springfield, Illinois, and Balti- 
more: Charles C Thomas, 1940. $2.00. 


With the growth of neurological surgery in the last 
fifteen years, there has come new responsibility in caring 
for these patients from the point of view of nursing. 
Both preoperative and postoperative care offer problems 
which do not ordinarily arise in connection with patients 
undergoing general surgical treatment. Dr. Hamby has 
visualized these problems and has written a brief book 
which ought to be of distinct value to nurses and junior 
physicians, 
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